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Original Articles 


Congenital Parotid Sialectasis 


HAMILTON BAILEY, F.R.CS., F.1.C.S. (Hon.) 
LONDON, ENGLAND 


state of dilatation of the ductules 

and alveoli of any salivary gland 
or glands, but it is the parotid gland 
which is always affected. During the 
past eight or nine years I have encoun- 
tered 1 example of bilateral (fig. 1) and 
at least 8 of unilateral intermittent 
enlargement of the parotid gland in 
which sialography revealed a varying 
degree of dilatation of the ductules and 


G ciate of means literally a 


the alveoli, in most instances pro-- 


nounced, but no demonstrable obstruc- 
tion to Stensen’s duct. Seven of the 
patients were under 12 years of age. 
One adult stated ‘that she had had 
attacks of the trouble as long as she 
could remember. 

Until recently I assumed that this 
dilatation of the salivary secretory 
mechanism was always the result of 
chronic infection of the parotid gland, 
and such a hypothesis has been accepted 
by Swinburne and others who have 
studied the condition. Undoubtedly, in 
most instances chronic infection is pres- 


ent; in several cases I sent a specimen . 


of the saliva from the affected gland for 
bacteriologic examination and positive 
results were obtained, but no one organ- 
ism could be held responsible. In view 
of the fact that in cases of stubborn 
chronic pyelitis without obstruction to 
the ureter I had achieved limited suc- 
cess from pelvic lavage, I proceeded to 
treat patients suffering from sialectasis 
by cannulizing Stensen’s duct and in- 
jecting a 1 per cent solution of mer- 
curochrome (merbromin). The patient 


or the parent was instructed to procure 
chewing gum (which is now difficult to 
obtain in England), and a simple mouth 
wash was prescribed. As a result of 
these measures, remarkable, if tempo- 
rary, benefit appeared to accrue, but one 


Fig. 1. Bilateral sialectasis. 


by one the patients drifted away. It is 
understandable that as soon as the 
symptoms had subsided the mothers 
were reluctant to bring their children to 
the hospital for observation and further 
treatment. Several of the younger 
patients were lost sight of because they 
were evacuated from London. In 2 in- 
stances, owing to pressure of work, I 
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relegated the continuance of the treat- 
ment to an assistant, and in each case 
the assistant failed to cannulize the duct 
and the mother did not bring the child 
for treatment again. The adult patients, 
ceased to attend as soon as they were 
free of symptoms. So it comes about, 
I am ashamed to record, that for one 
reason or another I have been unable to 
obtain a really satisfactory follow-up 


be 


Fig. 2. Sialogram showing dilatation of the alveoli. 


of these 9 cases. I am left with the 
sialograms, two of which are reproduced 
(figs. 2 and 3). 

Paradoxically, the very fact of my 
failure to provide what I intended origi- 
nally, i.e. a record of the end results 
of these 9 similar cases, emboldens me 
to continue my thesis that there exists 
a somewhat rare condition which is at 
present not recognized—congemital pa- 
rotid sialectasis. My basis for describ- 
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ing it as a ‘‘new disease’’ is not the 
suggestive but inconclusively followed 
series of cases referred to above, but 2 
additional well studied cases. 

In both the latter cases the patients 
had for years wandered from doctor to 
doctor and from hospital to hospital, 
just as some of my aforementioned 9 
patients are probably doing at the pres- 
ent time. It is for this reason (and I 
hope I have made it clear) that I state 
that my failure to follow up the 9 pa- 
tients stimulates rather than inhibits me 


Fig. 3. Sialogram showing dilatation of the ducts. 


to put on record the condition from 
which I believe they suffer. 

The idea of likening sialectasis to 
bronchiectasis seems particularly happy. 
Bronchiectasis is in some instances con- 
genital; in others it is the result of 
chronic infection or blocking of a large 
bronchus; in any case, the dilated bron- 
chioles and alveoli become infected. 
Conservative measures, notably clearing 
obstruction to the exit of, and removing, 
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stagnant infected secretion, together 
with introducing antiseptics, give tem- 
porary relief. Kor the more severe 
forms radical measures are indicated, 
and surgical extirpation of the diseased 
pulmonary lobe is often curative. 

The position regarding sialectasis is 
almost identical. Comparatively mild 
forms respond to conservative measures, 
notably dilation of Stensen’s duct and 
antiseptic irrigations. When such meas- 
ures fail, I consider that lobectomy 
or complete parotidectomy is indicated, 
and my two cases substantiate this 
contention. 


REPORT OF CASES 

Case 1.—R. P., a boy aged 12, was referred 
to me in March 1941 by Dr. Donald, of Rom- 
ford, with enlargement of the right parotid 
gland large enough to cause considerable 
deformity (fig. 4). 
mother’s main reason for seeking a further 
opinion. She stated that she first noticed 


Fig. 4. R. P. before the operation. 
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the swelling when the patient was a few 
weeks old. It had never disappeared, and 
since the age of about 3 years it had become 
noticeably larger in size. She had sought 
advice on many occasions, and the patient 
had been intermittently under observation 
at a well known hospital, where he had been 
shown to the students, but it had always 


' been decided that an operation should not be 


This deformity was his 
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performed. 

There was a large swelling in the region 
of the right parotid gland. It was soft and 
could be momentarily somewhat reduced in 
size by pressure of the flat of the hand. As 
there was no history of pain or attacks of 
inflammation, I considered that the most 
probable diagnosis was a venous hemangioma 
under the parotid fascia. However, sialog- 
raphy revealed enormous distention of a large 
part of the parotid tree. (The sialogram of 
this patient has been destroyed by enemy 
action during the war.) 

On April 25, 1941 I explored the entire 
parotid gland and dissected out the large 
superficial lobe, preserving the facial nerve 
and all its branches. The superficial lobe was 


Fig. 5. R. P. three years after lobectomy of the super- 
ficial lobe of the parotid gland. 
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obviously diseased, and when I cut into the 
specimen it was seen to be riddled with cysts. 
As the cut surface of the parotid isthmus 
(see my description of the surgical anatomy 
of the parotid gland in the British Journal 
of Surgery') looked normal and the deep 
lobe of the parotid gland felt of normal con- 
sistency, I left this lobe undisturbed and 
closed the wound with corrugated rubber 
drainage. The wound healed well, without 
any leakage of saliva, and the end result is 
entirely satisfactory. Figure 5 shows the 
patient three years after the operation. 


Case 2.—J. W., a girl aged 8 years, was 
sent to me by Dr. Hayes, of Potters Bar. Her 
mother stated that when the child was 1 year 
old a swelling appeared in front of the ear. 
The swelling was red at first and then became 
mauve. The physician in attendance said 
that the baby was suffering from mumps. The 
swelling went down in three days. At the 
age of 3 she had a second attack, which lasted 
for four days. This was more severe; the jaw 
‘*stuck right out’’ and the temperature was 
high. The doctor ordered kaolin poultices. 
The third attack occurred a year later; it 
was treated in the same way, and the physi- 
cian said it was due to cutting teeth. When 
the child was 5 years old a fourth attack 
occurred. This was more severe than any of 
the previous ones, and the patient was sent 
to a hospital. For five days she was very. ill, 
and the mother says the doctors ‘‘could not 
make it out.’’ However, resolution occurred 
and normal health quickly followed, and the 


child was discharged without further investi-. 


gation. The fifth attack took place when she 
was 7 years old and lasted for a week; the 
temperature on this occasion was about 100 F. 
Another doctor was now in attendance, and 
he diagnosed mumps. The sixth attack 
occurred when the patient was 8 years of 
age; on the third day of the attack she was 
sent to a children’s hospital, as before. Those 
in attendance were puzzled as to the diag- 
nosis, and after the attack had subsided she 
was referred for observation to the outpatient 
department. The seventh attack occurred 
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when she was 9. She complained of severe 
pain at the back of the head, and on this 
oceasion “not only was there swelling of the 
whole parotid region, but the corresponding 
side of the neck was intensely inflamed. This 
attack lasted eight days and then began to 
subside. It was as this severe attack was sub- 
siding that Dr. Hayes called me to advise. 
Sialography proved the diagnosis of sial- 
ectasis (fig. 6). 

On June 15, 1944 I exposed the whole of 
the parotid gland and the external carotid 
artery and, after ligating the latter, per- 
formed complete parotidectomy. Six months 
later the result is eminently satisfactory; 
there is no facial palsy and the sear is far 
less discernible than figure 7 would lead one 


to believe. A photomicrograph of the section - 


of the excised parotid gland is shown in 
figure 8. 


SUMMARY 


In 2 cases frequently recurring chronic 
sialectasis without demonstrable ob- 
struction to Stensen’s duct was thought 
to be congenital. One patient was cured 
by surgical removal of the diseased 
superficial lobe of the parotid gland. 
For the other patient complete parotid- 
ectomy was necessary. 

In 9 other cases of a similar type of 
sialectasis, in which for one reason or 
another it was not possible to continue 
observation and treatment, it was sus- 
pected that the condition was congenital. 
The existence of a hitherto unrecognized 
disease, congenital parotid sialectasis is 
suggested. 


SUMARIO 


Dos casos crénicos de sialectasia sin 
obstruccion demostrable del canal de 
Stensen se interpretaron como de origen 
congenital. Un de estos casos fué curado 
por la extirpacion quirurgica del lobulo 
superficial de la glandula parotida. H 
segundo caso fué operado por completa 
(parotidectomia) extirpacidén. 
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Fig. 6. Sialogram of J. W., showing the great dilata- 
tion of the secretory collecting mechanism of the right 
parotid gland. 
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Fig. 7. J. W. soon after the stitches were removed, 
showing the incision for complete parotidectomy with 
preliminary ligature of the external carotid artery. 
This formidable incision eventually became barely 
perceptible. There is no facial weakness or paralysis. 


Fig. 8. Photomicrograph showing sialectasis (section prepared by Dr. J. G. Greenfield). 
113 
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En otros nueve casos de semejanza 
en tipo de lesion (sialectasia) en que por 
una razon u otra no fué posible continuar 
la observacion y el tratamiento se 
sospech6é que la lesion era congenital. 

Con la existencia, a veces, de lesion 
de origen desconocido se sugestiona aqui 
la sialestasia congenital de la parotida. 


RESUME 

Dans deux cas de sialectase chronique, 
l’obstruction du conduit de Stensen était 
probablement congénitale. Un malade 
fut guirie par l’ablation chirurgical du 
lobule superficiel infecté de la glande 
parotide. Chez l’autre malade, on fit 
l’ablation totale de la glande parotide. 

Dans neuf autre cas de sialectase 
semblable, dans lesquel pour une raison 
ou une autre il n’était pas possible de 
surveiller le malade ou de continuer le 
traitement, nous étions d’avis que la 
condition était congénitale. Le sialectase 
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parait étre une entité clinique d’ont il 
ne faut pas méconnaitre 1’existence. 


yecKOro CHaJ9KTa3a 6e3 MOKA3aHHOH O6- 
CTPYKUHH CTIHTOHOBOTO MpoToKa 
XHpyprvuecKHM BOBJIe- 
YeHHOH MOBePXHOCTHOH OKOJOYUI- 
HOH Jia Apyroro 
HeOOxOAuMa NapOTHAIKTOMHA. 

3a, B KOTOpbIX NOYeMy JHOO HEBO3MO2KHO 
ObINO YTO COCTOAHHe 
JO 

Tlostomy MpH3HaTb Cylle- 
CTBOBaHHe JO CHX NOp HelpH3HaHHOH O6o- 
J@3HH, HMCHHO 
3a OKOJIOYIJHOH 
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Mixed Tumors of the Salivary Glands: A Critical 


Review of Fourteen Surgically Treated Cases 


GEORGE B. KENT, M.D., F.A.CSS., F.1.C.S. 
KENNETH C. SAWYER, M.D., F.A.CS., F.1.C.S. 
JOHN S. BENWELL, M.D. 


DENVER, COLORADO 


EPEATED admonitions concern- 
R ing the rarity of mixed tumors of 
the salivary glands by individuals 

and groups of individuals having the 
opportunity to see many tumors of all 
types make surgeons with even a mod- 
est series hesitant to report their cases. 
The fact that the authors have oper- 
ated on fourteen mixed tumors of the 
salivary glands over a period of seven- 
teen years with almost universally good 
results leads us to believe that one or 
more of several factors are responsible 
for these apparently favorable statistics. 
It is felt that either (1) the tumors that 


have been removed were not true mixed ' 


tumors, (2) that an insufficient number 


of cases have been seen, (3) that the 


follow-up on the cases has not been suf- 
ficiently long to be significant, (4) or 
that radical, and sometimes* necessarily 
mutilating surgery will cure these cases 
in nearly every instance. The findings 
are presented because it is felt that the 
experience gained in one community 
where the patients are inadvertently 


seen frequently over a period of years | 


would be of interest to the profession. 
The debatability of the origin of 


salivary gland tumors,’ the , 


variable criteria of benignancy and 
malignancy used by different clinics, 
sections and individuals, and the in- 
conclusive standards established as to 
just what a mixed tumor of the 
salivary glands is, make a_ review 
of the literature of little value to 
the average surgeon. For these rea- 
sons the reader is referred to a few key 
articles,” 10, 11, 12, 13, 14, 15, 16, 17 and the dis- 
cussion of our own tabulations will be 
presented. 


AGE 


Salivary tumors may appear at any 
age. McFarland’® stated that 50 per 
cent of mixed tumors of the salivary 
glands occurred among persons between 
the ages of 20 and 40 years. In our 
series of fourteen cases, seven (or 50 
per cent) were between the ages of 20 
and 40 years, but the average for the 
entire series was 44.2 years. The young- 
est patient was 27 and the oldest 64 
years of age. These figures, however, 
represent the average age of the patients 
at the time of the removal of the salivary 
tumor. In computing the onset age, it 
was found that many of the patients had 
had a salivary gland tumor at a much 
earlier age. For example, Case 4 was 
47 years old at the time of the removal 
of a large mixed tumor of the right 
parotid gland, which had been present, 
to the patient’s knowledge, for twenty- 
five years. Case 6 had had a tumor of 
the right parotid gland for ten years 
which was removed when the patient © 
was 30 years of age. The 64-year-old 
patient, Case 8, had had a tumor of the 
right parotid gland for thirty years. 
By subtracting the length of time that 
the tumor had been present at the time 
of operation, an estimate of the onset 
age was placed at 36 years, which is 
in keeping with the findings of Single- 
ton,'® Stein and Geschickter,’” and others 
who have reported large series of cases. 


SEX 


The sex incidence was much higher 
in the female than in male patients, the 
ratio being 11:3. 
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RACE 


All the patients in this series were 
white, native Americans. Six of the 
fourteen patients were born in Colo- 
rado. This factor is of no significance 
in attempting to compute race incidence 
of tumors of the salivary glands because 
it is seldom that a colored private 
patient is seen in this section. 


Fig. 1. Section of left parotid region. Patient 31 

years old: tumor of eight years duration. The light 

area in the left center is hyalin and fibrous tissues 

surrounded by heavy acinar tissue, while in the 

upper right appears structure of a more normal 
appearing gland. 


GLAND INVOLVED 


The parotid gland was found to be 
the most common location of mixed sali- 
vary gland tumors in this series, six 
cases occurring in the right parotid 
gland and six cases occurring in the left 
parotid gland. The two remaining cases 
were in the left submaxillary gland. 
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PATHOLOGY 


The pathologic material studied was 
confined to a review of the records from 


the standpoint of gross pathology, be- 


cause none of the specimens were avail- 
able. The microscopic study, however, 
was more complete, as carefully pre- 
pared sections of each tumor had been 
saved. Typical examples may be seen 


Fig. 2. Left parotid gland of a 48-year-old patient 

with tumor of eight years duration. Osteoid tissue 

is on the right and is separated from the acinar tissue 

on the left by fibrous tissue. There is dense infiltra- 
tion of the acinar tissue with lymphocytes. 


in the accompanying illustrations (Figs. 
1, 2, 3 and 4). Grossly, all the tumors 
but one (Case 11) were unicentric. The 
sizes varied from .5 to 7 em. The aver- 
age mean diameter of all the tumors was 
2.9 em. 

All of the’ lesions except one were well 
encapsulated and in every case the 
tumor was situated well within the sub- 
stance of the gland involved, in one 
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instance being contiguous to the inner 
lamina of the capsule of the right 
parotid gland. The color of the cut 
section, when given in the records, was 
invariably. red. One case (Case 8) in 
which the tumor had been present for 
thirty years.showed bone grossly in cut 
section. The pathologist mentioned in 
four, or approximately 37 per cent, of 
the cases, that the tumor mass was 


Fig. 3. Right parotid gland of a 64-year-old patient. 
Duration of tumor, characterized by fibrosis, was 
thirty years. Fibrosis characterizes it. 


nodular. The consistency of the tumor 
was noted in nearly every gross record 
and was said to be firm, fibrous or 
cartilaginous in all instances. On gross 
examination the presence of cartilagi- 
nous tissue was noted in two cases, while 
small cystic areas were discernible with- 
out the aid of the microscope in two 
instances. Degeneration, described as 
‘“‘muco-gelatinous’’ in two instances and 
as myxomatous in one other, was pres- 
ent. Many of the specimens were accom- 
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panied by one or more lymph nodes, 
none of which showed the presence of 
neoplastic tissue. 

The microscopic sections showed epi- 
thelial and stromal elements; the epi- 
thelial tissue was arranged in strands 
in some instances and in islands in 
others. There was no tendency toward 
irregular arrangement. The cellular and 
stromal elements varied considerably in 


Fig. 4. Left parotid gland of a 53-year-old patient. 
This tumor was only two or three years old and 
characterized by pleomorphism, 
relative amounts of each; nothing con- 
stant was found: no well-defined mitotic 
figures or cells of an aplastic nature 
were found. Cartilaginous tissue, usu- 
ally appearing as isolated islets of car- 
tilage, was shown in seven, or 50 per 
cent, of the sections. Four cases showed 
a considerable amount of hyaline tissue. 
Two cases showed the presence of myxo- 
matous tissue. The gross bone finding 
was confirmed by the discovery of 
osteoid tissue in one instance; a large 
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area of calcification was found in one 
tumor. 

The capsules were variable in thick- 
ness and density and intact in nine of 
the fourteen specimens. In five cases 
the capsule was ruptured. It was sig- 
nificant that the degree of differentiation 
between the capsule tissue and the tumor 
proper was exceedingly variable. 


SYMPTOMS 


The only constant symptom was the 
presence of a ‘‘lump,’’ ‘‘mass’’ or 
‘‘swelling.’’ This finding was noted in 
twelve, or 85 per cent, of the patients. 
It was described as being in front of the 
ear in three instances; beneath the ear 
in three cases and behind the ear in 
another. Four of the patients described 
their symptoms as a ‘‘lump’’ or ‘‘mass”’ 
in the neck. The tumors were discov- 
ered incidentally in two cases. Only 
three persons, or 22 per cent, complained 
of pain. The average duration of symp- 
toms was 7.6 years; the extremes being 
one month and thirty years. The tumor 
was discernible to the point of causing 
asymmetry in seven, or 50 per cent, of 
the cases and unsightly in five, or 35 per 
cent: There was no incidence of facial 
palsy or limitation of mandibular move- 
ment sufficient to make opening the 
mouth difficult. A history of extremely 
rapid growth of the tumor mass occurred 
twice. These last three symptoms are 
considered the only indications for oper- 
ation by some men having a wide experi- 
ence with this type of tumor. McFar- 
land ® reported that small tumors of the 
salivary glands recur more frequently 
than the larger ones. This fact has not 
been confirmed by other writers, how- 
ever. Our policy has been to remove all 
salivary gland tumors when discovered 
regardless of size, location or length of 
time present. 

In reviewing the operative records of 
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the patients in this series, it was found 
that in seven, or 50 per cent, of the cases, 
the operation was performed under 
ether anesthesia; local anesthesia was 
used in three cases and ethylene in four. 
It is felt that ether is the anesthetic of 
choice, because of its wide margin of 
safety. The anesthetist can watch for 
any temporary change in facial expres- 
sion, and by using the ether hook or 
intertracheal tube through the nose, the 
anesthetist can remain well out of the 
operator’s way. The patients are all 
ambulatory, so postoperative pulmonary 
complications are rarely a factor. Local 
anesthesia proved unsatisfactory. This 
can probably be explained by the fact 
that all salivary tumors usually turn out 
to be much more extensive than origi- 
nally contemplated. 

Little need be said about the operative 
technic except that the surgery should 
be adequate. Whenever possible, an 
incision running transversely across the 
face should be used, and an effort should 
be made to preserve vital structures 
when this does not interfere with the 
block removal of the tumor. If there is 
any doubt, the nerve, vessels or ducts 
in the gland should be sacrificed. In this 
series the tumors were removed by the 
block method in ten, or 71 per cent, of 
the cases. In the two submaxillary 
tumors the entire gland was removed 
and the digastric triangle widely dis- 
sected. The tumor was ennucleated in 
two cases. The simple shelling out of 
a salivary gland tumor is a hazardous 
procedure. In the adequate removal 
of mixed tumors. occurring in the sali- 
vary glands, complications must be 
expected. In the fourteen operations in 
this report six of the patients had a 
resultant facial paralysis, which was 
permanent though not extensive in three 
instances. A temporary salivary fistula 
ensued in two (14 per cent) of the 
operated cases (Cases 2 and 3). In one 
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case (Case 3), Stensen’s duct was com- 
pletely divided and repaired by passing 
a No. 5 catheter one inch into the 
proximal end of the duct, then through 
the distal end to the vestibular orifice 
of the duct. The two ends of the duct 
were anastomosed around the catheter 
with fine silk thread. The portion in the 
mouth was sutured to the mucosa of 
the mouth along the buccal reflection 
of the mucous membrane beneath the 
upper lip. The patient suffered no 
inconvenience; the operative wound 
was dry in six weeks and the duct 
has remained patent for a period of 
over seven years. It has been our 
policy to swab the wound out with Her- 
rington’s solution, especially if the 
capsule of the tumor was ruptured at 
operation. All wounds were drained 
with a small stiff tube drain and closed. 
with interrupted sutures. The drain 
tube is routinely removed the day after 
operation. 

The minimum hospitalization period 
for any patient was two days; the maxi- 
mum thirteen days, and the number of 
days in the hospital for the entire group 
averaged four days. ‘Ten, or 71 per 
cent, of the wounds healed by primary 
intention and did not drain after the 
patients left the hospital. Four cases 


drained profusely, one for sixty-five - 


days. However, there was no _inci- 
dence of infection in any instance, 


probably because of the abundant blood ° 


supply to the salivary glands. 


X-RAY 


McFarland,” in analysis of sixty-one 
cases of salivary gland tumors treated 
by fifteen or twenty different radiolo- 
gists; by a variety of technics and over 


a sufficiently long period of time to have | 


permitted all varieties of treatment to 
be tried, stated, ‘‘in spite of all the 
opportunities afforded, the results of 


KENT, SAWYER AND BENWELL ‘ 


JOUR. INT. 
COL, SURG. 


roentgen-ray and radium have uni- 
formly failed.’’ This view is quite 
widely accepted by roentgenologists the 
country over. Only two cases in the 
present series had x-ray therapy. Case 5 
had a_ recurrence which responded 
to x-ray almost immediately. Case 11 
was irradiated because of considerable 
tumor cell contamination due to ruptur- 
ing the capsule of the tumor in removing 
it. It has been sixteen and one-half years 
since the patient’s operation and there 
has been no evidence of recurrence. 
Philpott,?° who has seen a considerable 
number of mixed tumors of the salivary 
glands, stated that he had had good 
results with irradiation therapy. He 
preferred to treat all suspected mixed 
tumors of ‘the salivary glands in this 
manner rather than to accept the conse- 
quences of the radical removal of a 
tumor that is considered by him to be 
not too malignant. We prefer to be. 
sufficiently radical in the original opera- 
tion to obviate the necessity of any 
irradiation therapy. ° 


RESULTS 


The results in this small group of 
cases have been uniformly good. There 


' was one recurrence which responded to 


irradiation therapy. The follow-up on 
the series has been completely satisfac- 
tory as all the cases were from our own 
community. It has varied in time from 
six months to sixteen and one-fourth 
years; the average follow-up period 
being eight and seven-tenths years. We 


feel that to date this period has been 


insufficient to draw any definite conclu- 
sions as to final end re8ults because ten, 
twenty, thirty or forty years may pass 
before a recurrence presents itself.? We 
should like to stress the fact that the 


‘tumors dealt with in this series were 


mixed tumors and not malignancies of 
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the salivary glands. The one patient 
with carcinoma of the right submaxil- 
lary gland seen by us succumbed six 
months after first presentation, in spite 
of the fact that a block dissection of 
the right side of the neck and a very 
intensive course of x-ray and irradiation 
were employed in an endeavor to pro- 
long the patient’s life. 


SUMMARY 


Fourteen cases of mixed tumors of 
the salivary glands were reviewed in 
an attempt to obtain some orientation 
on the condition. It was concluded that 
while the results on the series to date 
had been very satisfactory, the number 
of cases treated was too small to be 
significant. It was also concluded that 
the follow-up, while thorough, had not 
been long enough to properly evaluate 
the ultimate end results. All cases were 
treated by extremely radical removal of 
the growth. While the incidence of post- 
operative facial deformity was quite 
high in the series, it was felt that this 
was definitely a factor in the good 
results obtained up to this date. 


SUMARIO 


Catorce casos de tumores mixtos de 
la glandula salival fueron analizados 
con objeto de obtener orientacién sobre 
esta lesidn. Llegamos a la conclusién 
que aunque los resultados de esta serie 
de- casos, hasta la fecha, han sido satis- 
factorios, el nimero de casos que fueron 
tratados es muy pequefio para ser de 
importancia. Atn cuando estos casos 
han sido observados diligentemente el 
tiempo ha sido muy corto para evaluar 
los resultados finales. 

Todos los casos fueron operados 1At- 
calmente. La incidencia de paralisis 
facial después de las operaciones fué 
muy alta en esta serie y nos deja la 


MIXED TUMORS OF SALIVARY GLANDS 


conviccién que éste es un factor en los 
buenos resultados obtenidos hasta la 
fecha. 


RESUME 


Quatorze cas de tumeurs mixtes des 
glandes salivaires furent étudiés, afin 
d’obtenir une orientation sur cette con- 
dition. Quoique les résultats de cette 
série soient satisfaisants, le nombre de 
cas est trop restreint pour former des 
conclusions et aussi le temps écoulé est 
trop court pour nous autoriser a for- 
muler des évaluations sur les résultats 
ultimes. Tous les cas furent soumis a 
un enlevement radical du néoplasme. La 
déformité faciale postopérative résul- 
tant de nos opérations fut grande, mais 
cela est un facteur important des bons 
résultats que nous avons obtenus. 


MOHMMaHHA reTepOreHHbIXx 
CJIOHHBIX PacCCMOTPeHHbI 


3aKJIOUeHHe, YTO, XOTA Pe3YJbTATbI ITOK 
cepHu ObIIH O4eHb 
JWI MOCTAaHOBKH KaKHx Obl 
TO HH ObIIO 
TaKKe, 
KOM KpaTKHM MOJHOH OWeCHKH KOHE4- 
HbIX Ppe3yJbTaTOB. Bo Bcex 9THX 
XOTA ONepalluA OT- 
BeTCTBEHHA 3a HCKaKeHHe JIMA, 
Bce Ke CNOCO6 ABAAeTCA 
HbIM (aKTOPOM B JOCTHKeHHM 
HbIX JO CHX NOP XOPOUIHX pe3yJbTAaTOB. 
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Pentothal Sodium Anesthesia in Major Surgery 
and Its Dangers 


KARL SCHLAEPFER, M.D., F.1.C.S. 
MILWAUKEE, WIS. 


r NAHE introduction of an anesthetic 
by the intravenous route is the 
ideal method of anesthetization, 

inasmuch as the drug is brought through 

the circulation into direct contact with 
the brain centers, the cortex and hypo- 
thalamus, which are responsible for the 
anesthesia. One is not forced to use an 
intermediate organ, like the lungs or the 


large bowel, to bring the anesthetic in - 


contact with the circulation. Of course 


-a substance must be found which in the 


proper strength will not injure the vessel 
walls and will not exert toxic by-effects 
when used for surgical anesthesia. Indi- 
vidual variability must be borne in mind. 

In 1905 Fedorow and Jeremitsch, of 
Petrograd, used hedonal (methylpropyl- 
carbinolearbamate) intravenously. In 
1909 Burkhardt used ether in saline solu- 
tion intravenously. In 1929 Kirschner 
used solution of tribromoethanol (aver- 
tin) with amylene hydrate by the intra- 
venous route. These drugs never gained 
acceptance by the medical profession 
owing to the many complicating factors 
encountered, such as thrombosis, respir- 
atory depression and prolonged uncon- 
sciousness after termination of the 
anesthesia. 


The first barbiturate to be used intra- 


venously with good result was somnifene 
(somnifen; somnifaine), a mixture of 
diethyl and allylisopropyl barbiturate 
(1911). It has been used extensively in 
psychiatry as a strong, reliable sedative 
to control stages of excitation by caus- 
ing sleep. Bumm introduced pernoston 
(butylbetabromoallylbarbituric acid) in 


__ Read before the Ninth National Assembly of the 
United States Chapter of the International College 
of Surgeons, Philadelphia, October 1944. 


1927. This drug proved helpful as a 
preoperative sedative (Schlaepfer) and 
for anesthesia of short duration. It was 
the best intravenous anesthetic available 
prior to the introduction of evipal. In 
1929 Zerfas introduced sodium amytal. 
Its action on different individuals varied 
greatly. Determination of the proper 
dosage necessary to obtain a smooth 
anesthesia proved difficult. A prelimi- 
nary stage of great excitation or 
prolonged steep of several hours after | 
the operation was not infrequently 
encountered. Weese and Scharpff 
in 1932 first employed evipal sodium 
(sodium N-methyleyclohexenylmethyl- 
barbiturate), which enjoyed extensive 
use, particularly in Europe. Lundy and 
Tovell in 1934 introduced pentothal 
sodium (the monosodium salt of 5-ethyl- 
5-[1-methylbutyl]-thiobarbituric acid). 
It has gained general acceptance because 
of its rapid and powerful action without 
an initial stage of excitation. Relaxa- 
tion is satisfactory. Postanesthetic 
nausea and vomiting are rare. If it is 
properly given by a competent anes- 
thetist, recovery is rapid. 

All barbiturates, including pentothal 
sodium and evipal sodium, act primarily 
on the hypothalamus (Pick), whereas 
the gaseous anesthetics influence the 
cortex of the brain. Hence the barbitu- 
rates yield smooth anethesia without 


. initial irritation such as is encountered 
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with the gases. Both types of anesthetics 
are protoplasma poisons. 

Reynolds divided the barbiturates into 
two classes: 

1. The long-acting barbiturates (in- 
cluding pentobarbital sodium, amytal 
and pernoston. Their drawback is pro- 
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longed depression and delayed recovery, 
frequently accompanied by restlessness. 
2. The short-acting barbiturates (in- 
cluding evipal sodium and pentothal 
sodium). They guarantee a rapid induc- 
tion of anesthesia and quick recovery 
with practically no postoperative mor- 
bidity. Pentothal sodium has the advan- 
tage of giving a more prolonged and 
smoother anesthesia with a greater 
degree of muscular relaxation. Muscu- 
lar twitching or jactitation is fre- 
quently encountered with evipal sodium 
(Cooper) but not with pentothal sodium. 
All barbiturates belong to a group of 
drugs which have a much greater effect 
when administered in divided smaller 
doses than when given in one large dose. 
The initial dose makes the organ of 
effect more susceptible (sensitization) to 
subsequent small doses (Buergi). The 
subsequent doses must therefore be care- 
fully graduated to the minimal amount 
necessary, to avoid overdosage with 
detrimental result. Administration of 
pentothal sodium follows this rule. The 
initial dose is guided by the unconscious- 
ness obtained, by the relaxation and by 
the shallowness of respiration. A second 
small dose, not exceeding 1 cc., is indi- 
cated only if the patient shows signs of 
pain as evidenced by increased respira- 
tion, slight phonation or movements. 


PENTOTHAL SODIUM ANESTHESIA 


To gain valuable clinical experience ° 


concerning the action of barbiturates on 
a given patient, we are in the habit 
of giving a barbiturate (pentobarbital 
sodium) in medium dosage the night 
before the operation. The resulting 
sedation gives the anesthetist a clue as 
to what reaction he can expect the next 
day when administering pentothal so- 
dium for surgical anesthesia. We never 
give another dose of the barbiturate 
preoperatively, for the action of the 
original preoperative dose is still in 
effect when the intravenous anesthesia 
is started. If another dose of pento- 
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barbital were given, synergistic action 
would very likely occur and complicate 
the determination of the dose of pento- 
thal sodium necessary for the induction 
of the surgical anesthesia. 

The importance of gauging the sup- 
plementary injection of pentothal so- 
dium carefully is illustrated by the 
following case: 


M. W., a woman 51 years of age, under- 
went a thyroidectomy under pentothal sodium 
anesthesia induced with the 2.5 per cent solu- 
tion (2 Gm. given in one and one-half hours). 
When the incision was being closed the 
patient moved slightly and moaned for a 
moment. The anesthetist injected several 
cubic centimeters of the 2.5 per cent solution 
rather rapidly. Deep anesthesia followed. At 
the end of the operation the pulse rate was 
80, the respiratory rate 22 and the blood 
pressure 180/120. The patient was returned 
to her room, and 1,000 ee. of 5 per cent 
dextrose in lactate-Ringer (Hartmann’s) 
solution was given intravenously. She. re- 
mained unconscious for four hours. Penta- 
methylenetetrazol,* in a dose of 3 ec. of 10 
per cent solution, was then given intrave- 
nously, and oxygen was administered through 
a nasal catheter. Five hours after the opera- 
tion she responded but was drowsy. Intra- 
venous administration of 5 ee. of a 25 per 
cent solution of nikethamide ** (pyridine-3- 
[B8]-carboxylic acid diethylamide; N, N-dieth- 
ylnicotinamide) did not change the picture. 
One thousand cubic centimeters of 5 per cent 
dextrose solution was given intramuscularly. 
The condition remained unchanged until 
seven and a half hours after the operation, 
when respiration ceased completely. The 
heart action was normal with good pulse. A 
resuscitator was applied and kept in action 
continuously. Intermittent intravenous stim- 
ulation with nikethamide, pentamethylene- 
tetrazol, caffeine with sodium benzoate, alpha 
lobeline hydrochloride and picrotoxin admin- 


*The preparation used in the work reported was 
metrazol. 

** The preparation used in the work reported was 
coramine. 


MARCH-APRIL 
1945 


i 
h 
il 
b 
a 
| I 
| 
a 
| 
h 
C 
fi 
0 
Si 
I 
| 
i it 
tl 
{ 8] 
fi 
| 
| a 
a 
p 
d 
tl 
tl 
a 
r 
tl 
ti 
0 
te 
th 


RIL 


VOL. VIII 
NO. 2 


istered at short intervals for the next nine 
hours in addition to the resuscitator proved 
ineffective. No spontaneous respiration was 
brought on. The patient died of heart failure 
sixteen and a half hours after the operation 
and nine hours after respiratory failure. 


Although autopsy was unobtainable, 
I assume that multiple.mural thrombi 
impeded the circulation increasingly. 
Such a condition was observed at the 
autopsy in an analogous case with death 
from ethylene anesthesia following a 
hysterectomy (woman, 41 years of age). 
Complete respiratory failure for forty- 
five minutes at the conclusion of the 
operation proved fatal. In our case the 
supplementary injection of pentothal 
sodium at the end of the operation para- 
lyzed the already depressed respiratory 
center too much, and the damage proved 
irreparable. Pentamethylenetetrazol, 
nikethamide and alpha lobeline in 
the presence of great respiratory de- 
pression often act as additional re- 
spiratory depressants. Immediate trans- 
fusion of plasma followed by a more 
effective blood transfusion is the best 
antidote under these circumstances, in 
conjunction with picrotoxin and oxygen 
administered by nasal catheter. 

A second factor of danger to be ob- 
served in the use of pentothal sodium in 
major surgery is the preoperative and 
postoperative sedation. A preliminary 
dose of an opiate undoubtedly facilitates 
the induction of pentothal sodium anes- 
thesia. However, opiates and all related 
substances depress the cerebral cortex 
as well as the hypothalamus. They are 


respiratory depressants. They reduce . 


the volume and frequency of respira- 
tions. Cumulative action is likely to 
occur when one uses a second respira- 
tory depressant, such as_ pentothal 
sodium. Addition of atropine to the 
opiate used will effectively counteract 
the respiratory depression. 
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In giving opiates one may avail one- 
self of Buergi’s divided dose method 
(Teildosenpotenzierung). Buergi’s ex- 
planation for the cumulative action of 
drugs given in divided doses is the fol- 
lowing: The organ on which the drug is 
acting can absorb more of this substance 
if it is given in smaller doses at short 
intervals than if it is given in one large 
dose. This rule holds true for numerous 
drugs as_ tested experimentally by 
Buergi and his associates. The first 
dose sensitizes the organ for the par- 
ticular drug. The interval between the 
two doses has to be timed in such a way 
that the effect of the first partial dose 
has not vanished when the second one 
is given. Even so, individual variations 
will be encountered. For opiates, five 
to ten minutes between the two injec- 
tions was found to be the most suitable 
interval. An attempt to divide the in- 
tended dose into three or four parts and 
give it separately at short intervals did 
not prove successful (Beinaschewitz). 
Uchida and Jaichera made the interest- 
ing observation that when the divided 
dose method was used with opiates the 
narcotic action was much _ intensified 
without any respiratory depression. 

The following case illustrates the 
point of gauging the preoperative seda- 
tion according to the age and physical 
condition of the patient: 


M. S., a 14 year old girl, anemic (3,550,000 
red blood cells and 9.5 Gm. of hemoglobin) 
was given 1/12 grain (5 mg.) of morphine 
sulfate and 1/250 grain (0.25 mg.) of atro- 
pine sulfate in a single dose one hour 
preoperatively. Saucerization of an osteo- 
myelitic focus of the left femur with the 
patient under pentothal sodium anesthesia 
(0.6 gm. in 2.5 per cent solution for one 
hour) was almost terminated when breathing 
stopped and the pulse became imperceptible. 


_ Use of a resuscitator and intravenous infusion 


of 5 per cent dextrose solution, 3 ec. of 10 
per cent solution of pentamethylenetetrazol 
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and 500 ce. of plasma supplemented by blood 
transfusion corrected the condition. 


In using opiates preoperatively, 
Buergi’s divided dose method will prove 
helpful for obtaining the necessary seda- 
tion with less danger of toxic effect. A 
smaller total amount will suffice than 
when only one dose is given. Kocher 
used this divided dose method for opi- 
ates successfully in his clinic. If 0.01 
Gm, (1/6 grain) of morphine sulfate was 
prescribed it was given in two doses of 
0.005 Gm. each with a five minute in- 
terval. The effect was a multiple of that 
of a single injection of the total dose. 
An additional aid when one is using 
opiates preoperatively is the simul- 
taneous injection of papaverine, which 
increases the action of opiates 20 to 30 
per cent (Zeelen). 

The same factors mentioned as useful 
before the pentothal sodium anesthesia 
should prove valuable if sedation is nec- 


essary after the operation. However, 


the use of opiates should be delayed 
as long as possible, and they should 
be administered only in smaller and 
divided doses, as previously mentioned. 
The following case is illustrative of this 
frequently occurring situation: 


L. C., a 22 year old woman, anemic 
(3,300,000 red blood cells and 9.5 Gm. of 
hemoglobin) had a dilation and curettage 
done for persistent chronic endometritis. 
Pantopon (a mixture of hydrochlorides of 
opium alkaloids), 1/3 grain (0.02 Gm.), and 
atropine sulfate, 1/150 grain (0.4 mg.), had 
been given one hour before the operation, 
followed by pentothal sodium in 2.5 per cent 
solution (0.75 Gm. in twenty-five minutes). 
The patient was returned to her room in good 
condition. One hour after the operation she 
was moaning and extremely restless. Dihy- 
dromorphinone (dilaudid) hydrochloride, 
1/20 grain (3 'mg.), was given. One-half 
hour later the patient suddenly became very 


cyanotic and respiration ceased. Artificial - 


respiration was started. Repeated intrave- 
nous injections of pentamethylenetetrazol 


PENTOTHAL SODIUM ANESTHESIA 


and nikethamide at short intervals proved 
successful. After one and one-half hours 
the patient was breathing regularly, con- 
scious and asking for water, A blood trans- 
fusion was given to prevent any relapse. 


Among the opiates used for sedation, 
pantopon proved far superior to mor- 
phine. Pantopon contains all the alka- 
loids of opium in the same proportion 
as they are encountered in the poppy 
juice. It is normalized to contain 50 per 
cent morphine (Buergi). Axelrod made 
extensive clinical studies of the use of 
opiates preoperatively in combination 
with barbiturates. He prefers pantopon 
to morphine. He concluded that in cer- 
tain cases morphine is not well tolerated 
and provokes violent cerebral phenom- 
ena of excitation followed by comatose 
depression, whereas pantopon in rela- 
tively small doses induces sedation fol- 
lowed by a sound sleep. Pantopon is 
less depressing to the respiration and 
less apt to cause nausea and vomiting. 

Dihydromorphinone (dilaudid) hydro- 
chloride has been used extensively in my 
work. Respiratory depression is likely to 
be observed, particularly when this drug 
is given postoperatively in instances in 
which depression is already present. 
Thomas had a similar experience. He 
therefore recommended the use of code- 
ine postoperatively in all cases in which 
pentothal sodium anesthesia is associ- 
ated with marked respiratory depres- 
sion, if sedation becomes necessary. A 
combination of papaverine with codeine 
will potentiate the sedative action. 

When respiratory depression be- 
comes severe after pentothal sodium 
anesthesia, the following analeptics 
are available, besides oxygen given by 
nasal catheter and plasma and blood. 
transfusions: 

Pentamethylenetetrazol constitutes a 
quick-acting intense respiratory and 
circulatory restorative. It has a wide 
margin of safety. Androp used 36 ce. 
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of a 10 per cent solution of this drug 
in a case of barbiturate poisoning with- 
out any undesirable by-effects. Kallner 
used 237 cc. without ill effect. The dos- 
age of pentamethylenetetrazol must be 
regulated according to the rapidity of 
improvement in a given case. It can be 
advantageously combined with niketh- 
amide (diethylamide of nicotinic acid). 
The action of nikethamide is slower 
but has a longer duration. This drug 
has a wide margin of safety. Niketh- 


amide, as a derivative of nicotine, might _ 


have an effect similar to that of the 
parent substance, which was experimen- 
tally tested by Buergi on rabbits. He 
found it to have a primary stimulating 
and a later paralyzing action on rabbits 
under the influence of morphine. When 
alpha lobeline hydrochloride was added 
the secondary paralyzing action of 
nicotine was barely perceptible. This 
finding would justify the combination 
of nikethamide with alpha _lobeline. 
However, caution’is necessary. Buergi 
showed that when the respiratory center 
is already depressed by an opiate admin- 
istration of lobeline will increase the 
depression. For the same reason he 
cautioned the liberal use of atropine in 
respiratory depressions due to opiates. 
He assumed that the initial stimulating 


action of alpha lobeline or atropine. 


results in an increased paralysis. Buergi 
found alpha lobeline not very effective 


in depressions due to opiates. Two-. 


thirds caffeine with sodium benzoate and 
one-third alpha lobeline hydrochloride 
proved to be the most effective combina- 
tion. Alpha lobeline increases the fre- 
quency of respiration, even causing 
cramps occasionally, whereas caffeine 
increases the respiratory volume. The 
combination lobeline and _ strychnine 
proved effective in relieving respiratory 
paralysis due to opiates. For rabbits 
0.05 mg. of strychnine sulfate was the 
optimum dose. Larger doses caused 
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cramps by reflex action, which became 
stronger when alpha lobeline was added 
(Buergi). 

Picrotoxin has come to the fore as a 
restorative for use after operations per- 
formed with pentothal sodium anes- 
thesia and in the presence of respiratory 
depression. Thomas recommends giv- 
ing 1 ee. of picrotoxin solution (1/20 
grain [3 mg.]) every half-hour intrave- 
nously until a slight twitching of the 
facial muscles is noted. He then gives 
1 to 3 ce. intramuscularly every hour 
until the patient reacts. 

Buergi has stated that preliminary 
doses of theophylline and strychnine will 
increase the permeability of the cell 
membranes and thereby facilitate the 
action of analeptics. 


SUMMARY 


Pentothal sodium (sodium 5-ethyl-5- 
[1-methylbutyl]-thiobarbiturate) is the 
intravenous anesthetic of choice for 
major surgery. If a barbiturate (pento- 
barbital sodium) is given the night be- 
fore the operation, the anesthetist will 
have a clue as to the susceptibility of the 
patient to the drug, through the degree 
of sedation obtained. Pentothal sodium 
is to be given in divided doses. The 
initial dose, which is to be administered 
cautiously, results in surgical anes- 
thesia. Additional doses must be care- 
fully gauged to avoid a _ potentiated 
effect of the drug with severe respira- 
tory depression. 

Preoperative sedation with opiates, 
atropine and papaverine facilitates the 


‘pentothal sodium anesthesia. When 


such sedation is used, the dosage must 
be gauged still more carefully to pre- 
vent serious respiratory depression. 
Postoperative sedation is to be post- 
poned until respiration has become nor- 
mal and the patient is conscious. If 
restlessness occurs while the patient is 
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still semiconscious, codeine is the only 
feasible drug to prevent increase of the 
respiratory depression. It may be ad- 
vantageously combined with papaverine. 

In the case of severe respiratory de- 
pression, use of a resuscitator, adminis- 
tration of oxygen by nasal catheter and 
transfusions of plasma and of whole 
blood are recommended. Of the analep- 
tics, pentamethylenetetrazol * and _ni- 
kethamide ** (pyridine-3 [8]-carboxylie 
acid diethylamide; N, N-diethyl nicoti- 
namide) are advantageous in combatting 
light or moderate respiratory depres- 
sion only. In cases of deep depression 
they may increase the paralysis. Picro- 
toxin is preferable in such instances. A 
combination of lobeline and strychnine 
has also proved valuable. 


SUMARIO 


Pentotal sodium  (sodium-5-etil-5- 
metilbutil-1-tiobarbiturate) es la anes- 
tesia entravenosa de preferencia en la 
cirugia mayor. Si se administra un 
barbiturate (pentobarbital sodium) la 
noche antes de la operacién, el aneste- 
tista tendra una guia 4 la susceptibilidad 
del paciente 4 la droga, segiin el —— 
de reposo obtenido. 

El pentotal sodium debera ser ad- 
ministrado en dosis divididas (frac- 
cionadas). La dosis inicial, que debe 
darse con precaucion, resulta en la 
anestesia quirtirgica. Aumento de dosis 
debera ser cuidadosamente para evitar 
el efecto potencial de la droga con severa 
depresién respiratoria. 

Sedativos antes de la operacion con 
nareoticos, atropina y papaverina de- 
rivativos de opio facilitan la anestesia 
de pentotal sodium y cuando se emplean 
estos calmantes la dosis debera ser 


*The preparation used in the work reported was 


metrazol. 
** The preparation used in the work reported was 


coramine. 


PENTOTHAL SODIUM ANESTHESIA 


medidamente administrados para evitar 
depresion respiratoria. 

Todos los medicamentos calmantes 
despues de la operacién deberan ser 
demorados hasta que la respiracién se 
normalise y el paciente esta consciente. 
Si el enfermo se muestra intranquilo, 
mientras esté atin parcialmente con- 
sciente, codeina es el medicamento mas 
adecuado para evitar la depresi6n respi- 
ratoria. Codeina y papaverina pueden 
ser combinadas con ventaja. 

En caso de depresion severa, el uso 
del oxigeno por tubo-entranasal y la 
transfusion de plasma o de sangre total 
se recomiendan. 

De los analépticos o  restorativos 
pentametilene tetrazol y niketamide (25 
per ciento solucion de_ piridine-3(f) 
carboxilic acido dietilamide) son venta- 
josos para combatir ligeras y moder- 
adas despresiones respiratorias. Kin caso 
de depresion mareada puede aumentar 
la paralisis, en cuyo caso picrotoxina da 
mejor resultados y una combinacion de 
lobelina y estricnina tambien han sido 
util. 


RESUME 


L’anesthésique intraveineux de choix 
pour la grande chirurgie est le pentothal 
sodium (sodium 5-ethyl-5-methylbutyl- 
thiobarbiturate). Si un barbiturate est 
donné la veille de l’opération, on peut. 
par le degré de sédation obtenue juger 
de la susceptibilité du malade au pento- 
thal sodium, qui doit étre toujours 
administré en doses fractionnelles. La 
dose initiale sera donnée prudemment et 
obtitiendra ]’anesthésie chirurgicale. On 
donnera, s’il est nécessaire, des doses 
additionnelles, n’oubliant pas que la 
drogue parfois occasionne une séveéere 
dépression de la respiration. 

La  sédation pré-opératoire par 
l’opium et ses dérives, par |’atropine, 
par la papaverine facilite 1’anésthesie 
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par le pentothal sodium. Si on a recours 
a cette sédation pré-opératoire, on re- 
doublera de prudence afin d’éviter la 
dépression respiratoire. 

Toute sédation post-opératoire est in- 
terdite avant que le malade n’ait re- 
couvré connaissance et que la respiration 
n’est normale. Si le malade est agite 
et 4 moitié conscient, le seul agent utile 
pour attenuer sa dépression respiratoire 
est la codeine. On peut avec avantage 
combiner a la codeine la papaverine. 

Si la respiration est beaucoup dé- 
primée, l’emploi d’un_ resurrecteur, 
l’administration de l’oxygéne par voie 
nasale, les transfusions de plasma et de 
sang sont recommandée. Les analge- 
tiques pentamethylenetetrazol et niketh- 
amide (25 pour cent solution de pyri- 
dine-3-carboxylic acide diethylamide) 
sont utiles seulement pour combattre les 
dépressions respiratoires légéres. Quand 
la dépression est profonde, ces medica- 
ments peuvent augmenter la paralysie. 
La picrotoxine est préférable dans ces 
cas. Une combinaison de lobeline et de 
strychnine a de la valeur. 


(Sodium 5-ethyl — [1- 
methylbutyl] —thio barbiturate) mpegzno- 
YTHTeeH JIA HHTPaBeHO3HOM aH9CTe3HH 


Onepaunax. Ecau - 


paT (meHTOOapOuTOW COAbI) HakaHyHe 
TO, OCHOBbIBaAHCh Ha CTeneHH 
NOJYYeHHOH aHICTETHCT MOKET 


3TOMY MeZHKaMeHTY. IleHTOTON COAbI 
€TCH B WPOOHbIX 203ax. IlepBax 203a, 
aH9CTe3HWO, OJDKHA 
6bITh ocTOpoxHO. BeauunHy 206a- 
BOUHBIX 203 HYXKHO TaK2Ke OCTO- 
POxXHO, H36erHyTb Cepbe3Hy!0 
XaTeJIbHyO 

ONHeM, aTpo- 
NHHOM MamaBepHHOM OOseruaeT aHacTe- 
3H10 N@HTOTOJIOM COJbI, HO LO3MPOBKa 


Anesth 


*KHa ObITb elle GoNee OCTOPOXHON, 

ObITb OTIOHKeHA TOO Kak AbIxaHHe 
WaeTCH HOPM@JIbHbIM OOJbHOH 
B ceOs. NOABIAeTCA, 
KOra elle B MOJyco- 
3HaTeCJIbHOM COCTOAHHH, TO KOJeCHH ABIAeT- 
CA M€J.HKaMeHTOM He yrpo- 
Ero xopouio C Mama- 
BePHHOM. 

B cayuae CH/IbHOH 
CHH COBeTCTBYeTCA IIPHMeHeHHe peciupa- 
TOpa, MOMOLIH HOCOBOrO 
KaTeTpa, H KpoBH. M3 
aHaJIeNTHYeCKHX CPpeACTB 
HeKeTAaMH (25% 
pacTBop — 3 [8B] KapOoKcH 
LIA 
WIM yMepeHHOH empeccHH 
HHA, TAK Kak ray6oKkoH 3TH 
cpeacTBa MOryT IIpu 
TAaKHX MMKPOTOKCHH 
TaKKe OKa3alaCb O4eHb WeEHHOH Mepon. 
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relatively infrequent, causes of 
dystocia is the presence within 
the pelvis of a neoplasm or other swell- 
ing which has attained sufficient size to 
interfere with the progress of labor. 
Such a swelling may originate in the 
uterus or vagina, in the ovary, in the 
rectum, in the urinary tract or in the 
bony pelvis. Occasionally a condition 
such as an echinococcus cyst, a tumor 
of the rectogenital septum, an abscess of 
the parametrium or a coexisting extra- 
uterine pregnancy may give rise to 
obstruction. 

Dystocia due to the presence of a 
uterine fibroid is perhaps the most com- 
monly encountered. In a total of 30,836 
pregnancies, Pierson’ found 191 fibro- 
myomas of clinical significance (0.6 per 
cent), but of these only 42 required 
major operative intervention (0.13 per 
cent). Carcinoma of the cervix is found 
to complicate pregnancy in about 1 in 
2,000 cases (0.05 per cent). 

Ovarian cysts and tumors complicate 
pregnancy or labor in about 1 in 1,500 
eases (0.06 per cent), and obstruction 
to labor occurs in considerably less than 
one half of the patients. The work of 
McKerron ? and Spencer * shows that all 
varieties of ovarian new growth may be 
encountered. Recently Abernethy * has 
recorded an interesting. example of 
cesarean section performed on account 
of insuperable obstruction to labor 
caused by a dysgerminoma of the right 
ovary. 

Of the rectal conditions causing dys- 
tocia, pedunculated fibroma and carci- 


() NE of the well recognized, though 


From the National Shanghai Medical College, 
Chungking, China. 


Dystocia Due to Hydroureter of Excessive Size 
REPORT OF A CASE 


GORDON KING,. F.R.C.S. (Eng.), F.R.C.O.G., F.1.C.S. 
CHUNGKING, CHINA 


noma of the rectum are infrequently 
encountered. Difficulty is perhaps more 
often seen in cases of lymphogranuloma 
venereum with rectal stricture and sur- 
rounding inflammatory induration. 

Dystocia due to an anomaly originat- 
ing in the urinary tract is seldom seen, 
if the effects resulting from overdisten- 
tion of the bladder and cystocele are 
excluded. Calculus of the bladder has 
occasionally been recorded, notably in a 
case observed by Smellie® in which a 
large calculus was forced into the vagina 
during labor, leaving a permanent fis- 
tula. More recently Bride * reported a 
case in which cesarean section was done 
on account of a stone in the bladder 
measuring 6.5 by 6 em. and weighing 
4 ounces (120 Gm.). Tumors of the 
bladder of such a size as to interfere 
with labor are'excessively rare and are 
practically unmentioned in the litera- 
ture. Enlargement and prolapse of the 
kidney, usually on the left side, have 
been recorded by Bland-Sutton’? as an 
obstetric complication. Cragin*® has 
even reported 1 such condition for which 
vaginal nephrectomy was necessary. No 
reference to hydroureter as a cause of 
dystocia has been found in the literature, 
and the following report of a case is 
therefore submitted. 


REPORT OF CASE 


History.—A Chinese primipara of 27 -years 
was admitted to the Shanghai Medical Col- 
lege Hospital, Chungking, as an emergency 
patient at 6 p.m. on June 8, 1944, having been 
in labor for three and a half days. She had 
been married for seven years and had an 
abortion in the second month of pregnancy 
four years previously and then no further 
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pregnancies until the present one. The last 
menstrual period began on September 13, 
1943, and the estimated date of confinement 
was June 20, 1944. The patient was not 
under antepartum observation and did not 
notice any unusual symptom except for 
edema of the legs during the last two weeks 
of pregnancy. Urination had always been 
normal. The patient had had _ oceasional 
attacks of palpitation during the last six 
years and had had two attacks of epistaxis, 
one and six years previously, losing 1,000 ee. 
of blood on each occasion. Labor commenced 
on the morning of June 5, and the membranes 
ruptured twenty-four hours later. After 
labor had lasted three days without any re- 
sult, the patient was taken to a health station, 
from which, after examination, she was re- 
ferred to the hospital. 

Examination.—The patient was seen to be 
a well developed young woman, pale and ex- 
hausted in appearance. The lungs were clear, 


and the heart was of normal size, with a soft. 


systolic murmur in the mitral area. The 
abdomen was considerably distended, and the 
fundus of the uterus was deviated to the right 
side, reaching to a‘ point 4 fingerbreadths 
above the umbilicus. Frequent painful con- 
tractions of the uterus were present, and the 
fetal heart could be heard just below and to 
the right of the umbilicus, with a rate of 110 
per minute. <A large cystic swelling (which 
did not disappear on catheterization) could 
be felt to the left of the uterus, extending 
from the level of the umbilicus down to the 
pelvic brin. 
that the cervix was fully dilated, that the 
membranes were ruptured and that the fetus 


was presenting by the breech in right sacro- - 


anterior position, with extended legs. The 
pelvic measurements were normal for a Chi- 
nese patient (interspinous 24 em., intercostal 
27.5 em. and external conjugate 19 em. and 
transverse diameter of the outlet 9 em.) The 
blood pressure was 160/110, and there was 
a trace of albumin in the urine. There was 
no other evidence of renal impairment. 

A tentative diagnosis was made of breech 
presentation in labor complicated by ovarian 
eyst (left side) and preeclamptic toxemia. 

Delivery was accomplished by breech ex- 
traction immediately after the patient’s ad- 
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Vaginal examination showed 
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mission to the hospital. Some difficulty was 
experienced in delivering the child on account 
of the proximity of the cystic swelling to the 
left side of the uterus and the dilated cervix. 
The child was delivered at 6:45 p.m. on the 
day of the mother’s admission; it weighed 
5 pounds, 10 ounces (2,548 Gm.) and did not 
survive. The placenta was delivered at 6:50 
p.m., with the normal amount of bleeding. 
There was a second degree laceration of the 
perineum, which was repaired in the usual 
manner. 

Further examination immediately after the 
delivery showed that the uterus was devi- 
ated markedly to the right side of the 
abdomen, the fundus of the uterus reaching 
a point 19 em. above the symphysis pubis. On 
the left side was a well defined cystic swelling 
extending from the level of the umbilicus 
down into the pelvic cavity. During the 
puerperium the uterus involuted more slowly 
than usual, but as it decreased in size the 
presence of the cystic swelling in the left 
side became more pronounced. Examination 
on the eighth day after the delivery showed 
that the uterine fundus was still 10 em. above 
the symphysis pubis and was greatly dis- 
placed to the right by a prominent cystic 
swelling on the opposite side. This swelling 


. extended upward to the left side of the 


abdomen to a point 20 em. above the sym- 
physis pubis. Vaginal examination showed 
that in a downward direction the cystic swell- 
ing extended to a point considerably below 
the cervix, largely filling the pelvie cavity 
and displacing the uterus both upward and 
to the right. The cyst was slightly tender 
to the touch and could not be displaced from 
the pelvic cavity. Other physieal findings 
were normal, except that there was still an 
oceasional trace of albumin, and the blood 
pressure remained somewhat elevated, vary- 
ing between 132/94 and 180/110. On account 


of the size and relationship of the cyst, early 


operation was advised, with a preoperative 
diagnosis of broad ligament cyst (left side). 

Operation.—On June 17, ten days after the 
delivery, the abdomen was opened, with the 
patient under spinal anesthesia, by means of 
a median subumbilical incision, which was 
later extended to a point about 8 em. above 
the umbilicus. When the peritoneal cavity 


ly 
1a 
Nl, 
n- 
a 
is- 
er 
re 7 
ve Be 
ch Ag 
vo 
is 

irs 
en 
ad 
an 
129 


JOUR. INT. 
COL, SURG. 


was entered, it was found that the supposed 
broad ligament cyst was shaped like a massive 
sausage, completely filling the left broad liga- 
ment and extending upward behind the peri- 
toneum of the posterior abdominal wall to 
the level of the first lumbar vertebra. The 
uterus was displaced upward out of the pelvic 
cavity and to the right side. The right tube 
and ovary were normal. The left ovary was 
normal, but the round ligament and fallopian 
tube were greatly stretched over the anterior 
surface of the swelling. The peritoneum cov- 
ering the cyst was everywhere freely movable. 
An incision was made in the peritoneum above 
and parallel to the left fallopian tube, and 
an attempt was made to deliver the lower 
pole of the cyst from the pelvic cavity before 
enucleating the upper end from behind the 
posterior parietal peritoneum. This attempt 
was unsuccessful on account of the presence 
of a cordlike structure which appeared to 


anchor the inner side of the lower pole of ~ 


the cyst to the posteroinferior aspect of the 
bladder. Attention was then turned to the 
upper prolongation of the cyst, and after the 
descending and pelvic portions of the colon 
were drawn over to the midline, the peri- 
toneal incision was continued external to 
the colon over the anterolateral aspect of 
the swelling to a point almost as high as the 
splenic flexure. It was now found that, 
whereas the peritoneum stripped fairly easily 
from the surface of the cyst, there was a 
firm band of fixation on the inner aspect of 
the swelling near its upper pole, opposite the 


body of the first lumbar vertebra. A firm. 


object the shape and size of a large bean 
was also found to be closely adherent to the 
upper pole of the cyst in this region. At this 
juncture the suspicion occurred that the 
whole structure represented an enormous 
cystic dilatation of the ureter with an atrophic 
kidney.. Careful palpation in the lumbar re- 


gion failed to show any trace of an organ . 


corresponding to a normal kidney, while pal- 
pation on the right side revealed an obviously 
enlarged kidney about twice the normal size. 
Search was then made for the left ureter, but 
a careful investigation of the posterior ab- 
dominal wall and the pelvic cavity failed to 
reveal any structure resembling a normal 


ureter. 


DYSTOCIA DUE TO HYDROURETER 


The cordlike-structure which anchored the 
cyst in the pelvis was then clamped, divided 
and ligated. It showed no lumen at the point 
of section, and it was seen that its lower cut 
end entered the bladder in the fashion of a 
ureter. The lower portion of the cyst being 
now delivered, attention was turned to the 
upper, and more difficult, end. Typical 
perinephric fat was found in the region of 
the upper pole, and careful dissection showed 
that the bean-shaped object previously felt 
was reddish brown and obviously represented 
a rudimentary kidney. On its median aspect 
a small pulsating pedicle could be identified, 
which contained an artery and a vein of 
medium size. The pedicle was triply clamped 
and divided, and the whole of the swelling 
was removed. Double ligatures were applied 
to the pedicle, which was then allowed to 
retract. The large retroperitoneal cavity was 
found to be completely dry; so it was closed 
without drainage by a continuous Lembert 
suture, started from above. The broad liga- 
ment cavity was obliterated by buried sutures, 
and the peritoneal edges were united by a 
continuation of the Lembert suture started 
from above. At the end of the operation the 
uterus dropped back into its normal position 
in the pelvic cavity, and the appendages, 
which had been preserved on both sides, re- 
sumed their normal relationship to the uterus. 
The patient stood the operation well and left 
the operating room in good condition. 
Pathologic Examination.—Macroseopie Ex- 
amination: The specimen measured about 35 
em. in length and was about 12 em. in width 
at the widest point. It contained about 2,300 
ee. of clear straw-colored fluid. At the upper 
end there was a bean-shaped structure meas- 
uring 2.5 by 2 by 0.5 em., grayish purple in 
color, dense in structure and encapsulated by 
loose adipose tissue. The elongated cystic 
cavity appeared to be divided by fine con- 


 strictions of its surface into four segments. 


The upper segment measured 1 em. in ‘diam- 
eter and 2 em. in length, but the other seg- 
ments were very much dilated, measuring up 
to 10 or 12 em. in diameter and 7 em. or more 
in length. The lowest of the four segments 
ended in a rounded blind pouch, and just 
above its lower end were the remains of a 
divided cordlike structure, said to have been 
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- attached to the bladder, which revealed no 
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lumen continuous with the interior of the sac. 
The wall of the sac measured about 2 to 4 


mm. in thickness, and its inner surface was 


smooth, with many small patches of hemor- 
rhage at its middle portion. 

Microscopic Examination: Section of the 
bean-shaped structure showed kidney tissue 
in which only two glomeruli and a few 
straight tubules were found. The tubules 
appeared to be very much compressed, but 
in the lumens of a few of them hyaline 
material was found. At its side, but in con- 
tinuity with it, there were many irregularly 
arranged mesonephric tubules which were 
dilated and lined with transitional epithelium. 
The stroma was loose and contained a mod- 
erate number of capillaries. All of the afore- 
mentioned structures were enveloped by a 
dense fibrous capsule. A section of the wall 
of the sac showed fibromuscular tissue lined 
with a layer of transitional epithelium, be- 
neath which there were areas of hemorrhage. 

Diagnosis.—The diagnosis was hydroureter 
(left side) and atrophy of the left kidney. 

Postoperative Progress.—The patient made 
satisfactory progress after the operation. The 
urinary output on the day of the operation 
was only 60 ec., but it rose to 1,400 ee. on 
the second day and thereafter remained in 
the region of 1,000 ce. per day. The blood 
pressure resumed a level of about 140/110, 
and there was an occasional trace of albumin 
in the urine. The stitches were removed on 
the tenth day after the operation, and the 
wound was found to have healed well by first 
intention. The fractional phenolsulfonph- 
thalein test of renal function was done on 
the twelfth day after the operation. It showed, 


‘some delay in excretion, with a total output 


of 52.5 per cent of the dye in the two hour 
period. The test was repeated ten days later 
and still showed some delay in excretion dur- 
ing the first hour, but the total amount ex- 
ereted during two hours was 88.5 per cent. 
Examination of the blood showed nonprotein 
nitrogen 32 mg. per hundred cubic centi- 
meters, creatine 1.6 mg. per hundred cubic 
centimeters and carbon dioxide—combining 
power 48.6 volumes per cent. - The patient 
was discharged well on the twenty-second 
day after the operation, and she was still 
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well when seen in the follow-up clinic a month 
later. 


izquierdo. 
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SUMMARY 

A case of dystocia associated with 
the presence of an exceptionally large 
hydroureter and almost complete atro- 


_ phy of the left kidney is reported. The 


patient was a primipara and had had 
no previous symptoms of her condition 
save for palpitation of the heart on exer- 
tion and two severe attacks of epistaxis 
during the previous six years. The 
latter part of her pregnancy was com- 
plicated by raised blood pressure, albu- 
minuria and moderate edema of the legs, 
which were ascribed to preeclamptic 
toxemia. Labor was prolonged for three 
and one-half days before the patient 
sought relief, and delivery, by breech 
extraction, was rendered difficult by the 
presence of a large, elongated cystic 
swelling situated in the left lower quad- 
rant of the abdomen and extending into 
the pelvis. Operation ten days after the 
delivery revealed an enormous left 
hydroureter, an extremely small vesti- 
gial left kidney and considerable hyper- 
trophy of the right kidney. Removal of 
the entire hydroureter and left kidney 
was followed by satisfactory recovery. 
There still remained, however, a slight 
elevation of the blood pressure, occa- 
sional albuminuria and slight delay in 
excretion of phenolsulfonphthalein by 
the residual kidney. 


SUMARIO 


Se cita un caso de distocia asociada 
con la presencia de un hidroureter ex- 
traordinario y casi completa atrofia del 
La paciente, una pri- 
mipara que no habia manifestado sin- 
tomas de su condicion 6 estado, con 
excepcién de palpitacién cardiaca al 
ejercicio y dos ataques de epistaxis 
durante los seis aflis pasados. \ 

Los tiltimos meses de prefiez fueron 
complicados con hipertension, albumi- 
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nuria y edema moderada de las extremi- 
dades que fueron atribuidas 4 toxemia 
anticipada 4 la eclampsia. 

El parto fué prolongado por tres dias 
y medio antes de someter la paciente 
al alumbramiento por presentacién de 
nalgas, que fué dificil por la presencia 
de un gran tumor-oblongo, de consis- 
tencia quistica, localizado en el quad- 
rante inferior-izquierdo del abdomen y 
extendiendo dentro de la pelvis. 

Operacién verificada diez dias des- 
pues del parto manifest6 un enorme 
hidroureter izquierdo, un rifion izquierdo 
extremamente pequeno, un enorme hid- 
roureter izquierdo, un rifon izquierdo 
extremamente pequeno y marcada hiper- 
trofia del rifon derecho. Extirpacion 
del hidroureter y del rifon izquierdo 
result6é en recuperacién satisfactoria. 
Cierto grado de hipertension, albumi- 
nvria de vez en cuando y pequena dila- 
cién en la eliminacion del fenolsulfonta- 
lein por el rifion restante. 


RESUME 


L’auteur nous relate un cas d’ac- 
couchement difficile di a un hydrourétére 
d’un volume excessif associé & une atro- 
phie presque complete du rein gauche. 
La malade, une primipare, n’avait eu 
aucun symptéme de son état excepté 
des palpitations du coeur et, durant les 
derniéres six années, de fréquentes 
hémorrhagies nasales. Durant les der- 
niers mois de su grossesse, elle eut une 
augmentation de sa pression artérielle 
et un oedéme moderé des jambes. Ces 
symptomes furent attribués 4 sa gross- 
esse et a une toxoemie pré-éclamptique. 
L’accouchement ayant duré trois jours 
et demi, on intervint. On fit l1’extraction 
par le siége. Elle fut ardue, due a la 
présence d’une grosseur cystique située 
dans le céte gauche de |’abdomen et se 
prolongeant dans le bassin. Dix jours 
aprés la naissance de 1’enfant, on opéra 
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la mére et on lui enleva un énorme 
hydrourétére gauche, et un rein gauche 
vestigial. On coustata que le rein droit 
présentait une hypertrophie considér- 
able. La malade fit une convalescence 
satisfaisante. Néanmoins, il persiste 


une légére élévation de la pression artéri- 
elle, une albuminusie occasionnelle et un 
léger retard de 1|’excrétion du phénol- 
sulfonaphthaleine par le rein droit. 


OOJIbUIOM THAPOMOUeTOUHHKe 
NOYTH aTpodun WeBOH MOUKH. 
KOUeHHeM pabote u 
HOCOBbIX KpOBOTe4eHHH B 
HHKaKHX CHMIITOMOB He 
Bropaa OepeMeHHOCTH 
TOBbILICHHeEM KPOBAHOTO 
al6yMHHypHel YMepeHHbIM OTe- 
KOM HOF, YTO 
THYeCKOH TOKCHMHH. Koryza OOpa- 
THJaCb 3a POAbI y2xKe 
JIMCb TPH C NOJOBHHOH JHA, M0- 
CPpCACTBOM Ta3OBOH IKCTPaKIUHH Obi O4eHb 
OC.102%KHEH _TIPHCYTCTBHeEM B JeBOM HH KHeH 
CATb OOHapyxXHa rpo- 
THAPOMOYeTOUHHK, Upe3Bbl- 
yaliHO OCTATKH MOUKH 
THNepTpoduw mo0u- 
TBOPHTCJIbHbIM BbI3LOPpOBJeHHeM. Bce Ke 
ocTalOCb NOBbILIeHHe KPOBsA- 
HOrO JaBJeHHA, OT BPeMeHH JO BpeMeHH, 
OeOK, a TakKxKe 3a- 
B BbIZeeHHH 
OCTaBLUeHcA MOUKOH. 
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Does a Vitellobiliary Duct Exist? 


CHANG CHI, M.B., Cu.B., F.1-C.S., and HSIEN-CHIH SHENG, M.D. 
LANCHOW, KANSU, CHINA 


HE following case is presented 
in an attempt to raise a question 


of embryology in the surgical 


field. 
REPORT OF CASE 

Mrs. Chang, a housewife aged 25, who had 
lived since childhood in Kansu Province, was 
admitted to the hospital because she had had 
a discharging sinus in the umbilical region 
for fifteen months. 

The condition started with a painful red 
swelling around the umbilicus, which rup- 
tured after about a week, leaving a sinus. 
The discharge had been generally colorless 
and thin, occasionally showing a yéllowish 
tinge. Remissions and exacerbations had been 
experienced since the onset. There had been 
no constitutional symptoms. 

The past history was irrelevant except for 
repeated attacks of, colic in the right upper 
quadrant of the abdomen, associated with 
rigors but rarely with fever,.for two years 
prior to the onset of the local disturbance 
just described. There had been no icterus 
of the conjunctivas during this period. The 
woman had given birth to four children, and 
there had been one miscarriage. 

Examination revealed the patient to be well 
nourished and well developed. The physical 
findings were not remarkable except for a 
firm, thumb-sized cord leading from the 


umbilicus to the right upper abdominal re- 


gion. There was no tenderness. Clear serous 
fluid could be seen collecting in the umbilical 
depression. Microscopic examination of the 
fluid showed but a few blood corpuscles. 
There was no sign of periumbilical inflamma- 
tion. Laboratory examinations showed no 
significant changes. There was no leukocy- 
tosis or evidence of anemia. The preoperative 
impression was umbilical fistula arising from 
a patent omphalomesenteric duct. 

Operation was performed with the patient 


From the Department of Surgery, National North- 
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under general anesthesia. The peritoneal 
cavity was entered through a midline incision 
in an attempt to remove the fistulous tract. 
A well defined tract, starting from the sinus 
and leading to the gallbladder region, was 
identified. A thumb-sized stone was found 
to be impacted in the gallbladder. The cystic 
duct was shrunken and obliterated to a fine 
cord. The round ligament was about the size 
of a chopstick, and the liver was 2 inches 
(5 em.) below the costal margin. <A large 
Riedel lobe was found. Five grams of sterile 
sulfanilamide powder was left in the peri- 
toneal cavity as well as extraperitoneally at 
the conclusion of the operation. 

The postoperative diagnosis was in favor of 
a congenital omphalobiliary duct with an 
umbilical fistula. 


COMMENT 

Let us review briefly the embryology 
of the region concerned. The portion of 
the entodermal: sac which is enclosed 
within the hollow embryo formed by the 
folding of the embryonic area is the 
primitive gut. The part which remains 
outside of the embryo is the yolk sac, 
The passage of communication between 
the two is the vitellointestinal duct, or 
omphalomesenteric duct. 

When the embryo is about 3 weeks old 
and has attained a length of 2.5 mm., 
the hepatic diverticulum appears in the 
ventral wall of the duodenal portion of 
the foregut. The common bile duct is 
the stem of the hepatic diverticulum ; 


‘the gallbladder and its cystic duct 
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represent a special offshoot of the 
diverticulum. 

From the diagrams in any textbook 
of embryology one can see that the 
hepatic diverticulum, or, more specifi- 
cally, the gallbladder offshoot, is near 
to the upper end of the passage between 
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the umbilicus and the primitive gut, 
especially in the early stages. We should 
imagine that it would not be impossible 
for the gallbladder offshoot to go along 
the upper margin of the passage between 
the umbilicus and the gut, forming a 
vitellobiliary duct. As development 
progressed, the distal portion of the duct 
would be temporarily obliterated; the 
proximal portion would become the gall- 
bladder and the cystic duct. After a 
time, cholecystitis would develop and a 
gallstone be formed, and a mucocele of 
the gallbladder would result from the 
impaction of the stone in the cystic duct. 
The mucus would work its way through 
the incompletely obliterated vitellobili- 
ary duct and eventually make its way 
into the umbilicus. 

The communication between the um- 
bilieus and the gallbladder in the case 
reported was a duct 3.5 em. long. It did 
not appear to be the result of a biliary 
fistula developing from an abscess in 
connection with the gallbladder, as the 
lining of the fistula was definitely of 
embryonic origin, with cells homologous 
to the cells lining the intestine. If this 
had not been so, one would have expected 
the gallbladder to be closely adherent to 
the umbilicus, without a definite fistulous 
tract of such length. The results: of 
pathologie study of the specimen sup- 
ported this hypothesis. The lining mem- 
brane of the fistulous tract was formed 
by cells identical with those normally 
found in the intestinal wall. 


DOES A VITELLOBILIARY DUCT EXIST 


MARCH-APRIL 
1945 


Again let us raise the question: Does 
a vitellobiliary duct sometimes exist? 


SUMMARY 


Observations made clinically and at 
operation in a case of discharging sinus 
in the biliary region and a consideration 
of the embryology of the region suggest 
the possibility of the occasional presence 
of a vitellobiliary duct. 


RESUME 


Les observations cliniques et l’opéra- ° 
tion faite dans un cas de sinus de la 
région biliaire ainsi que la considér- 
ation de l’embryologie de la région sug- 
gérent la possibilité de l’existence, peu 
fréquente il est vrai, d’un conduit 
vitellobiliaire. 


SUMARIO. 


Observaciones clinicas y durante la 
operacion en un caso de seno con des- 
cargo en la region biliar y considerando 
la embriologia de esta region, se suges- 
tiona la posibilidad de la presencia, 
de vez en cuando, de un conducto 
vitelobiliar. 


OlepalHOHHble 
B OOaacTH My3bipsA, a TakxKe 
BO BHHMaHHe 
9TOH YKa3bIBalOT Ha BO3MOX- 
HOCTb PpeAKOrO 2KeJITOUHO- 
*KeIYHOrO MpoToKa. 


MIXED TUMORS OF SALIVARY GLANDS 
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Endometriosis and Adenomyosis 
¥..C. FIN; 


CHENGTU, SZECHUAN, CHINA 


osis are terms which have often 

been .used synonymously. Inter- 
nal or direct endometriosis and also 
adenomyosis are used to denote ectopic 
endometrium continuous with the miil- 
lerian mucosa, while by external or in- 
direct endometriosis and also sometimes 
by adenomyosis is meant ectopic endo- 
metrium found away from the miillerian 
mucosa. Of late there has been a tend- 
ency to separate the two terms, and to 


| and adenomy- 


apply adenomyosis to intrauterine aber- 


rant endometrium and reserve endo- 
metriosis for the extrauterine anomaly, 
irrespective of its location. This dis- 
tinction seems to be desirable, and it is 
the purpose of this paper to prove that 
the two conditions are actually two sepa- 


rate entities, and that therefore the . 


separation is in the right direction. 

Endometriosis and adenomyosis are 
commonly found in Chinese women. 
More than half of the patients tenta- 
tively given such a diagnosis in the clinic 
with which I am associated failed to 
come to operation. This presentation is 
based on 40 patients who were operated 
on and had the diagnosis confirmed by. 
pathologic sections. ‘With the exception 
of 1 or 2, all the patients came from 
well-to-do families. Those with endo- 
metriosis ranged from 19 to 32 years of 
age, and those with adenomyosis, from 
35 to 45. Except for 1 German, all the 
patients were Chinese. Patients with 
endometriosis outnumbered those with 
adenomyosis by 3 to 1. 

The pathologic changes of endometri- 
osis and adenomyosis have been difficult 
to interpret, and endometriosis may be 
justifiably called the ‘‘disease of theo- 
ries’? in gynecology. To explain the 
origin of the aberrant endometrial pro- 


liferations, many theories have been 
advanced. To enumerate a few, there 
are the mucosal, the serosal or celomic 
and the implantation theory, and also 
the theories of heterotopy and meta- 
plasia, ete. However, whatever theory 
one may choose to support, two facts 
remain unchallenged: (1) that none of 
these theories serves to explain all the 
clinical and pathologic manifestations of 
endometriosis, and (2) that the origin 
of the ectopic endometrium is of second- 
ary importance to the exciting cause 
precipitating this invasive process— 
namely, an excess of the ovarian follicu- 
lar hormone. 

If none of these theories explains all 
the pathologie changes, in spite of the 
fact that most of them are supported 
by formidable clinical or experimental 
evidence, would it not be reasonable 
to assume that a certain group of 
these endometrial proliferations origi- 
nate from, say, heterotopy and meta- 
plasia and another group from, say, 
implantation? 

T have come across several cases which 
serve to prove the implantation theory. 
One case will suffice for illustration. 


A 19 year old married woman with com- 
plete atresia of the lower third of the vagina 
said that for two years she had had multiple 
abdominal masses and severe attacks of pain 
in the lower part of the abdomen. Operation 
showed multiple endometrial implantations 
over the wall of the bladder, the intestines, 


the omentum, the tubes and the right ovary. 


The left ovary contained a typical chocolate 
eyst and was inseparable from the left tube. 
A fist-sized endometrial cyst containing about 
200 ee. of old tarry chocolate-colored blood 
was firmly adherent to the sigmoid flexure 
of the colon. The uterus was enlarged to 
about the size it is in the third month of 
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pregnancy. The uterine cavity together with 
the upper two thirds of the vagina contained 
approximately a liter of the same tarry fluid. 
The interesting fact was that the right tube 
was patent and patches of fibrin, apparently 
formed from regurgitated blood, could be 
peeled off from the. surfaces of the right 
ovary and the tube. 


Doubt that the implantation theory 
explains umbilical and inguinal endo- 
metriosis has often been expressed. But 
one must consider the fact that apart 
from endometriosis in incisional wounds, 
all the aberrant endometrial tissues, no 
matter how remote they may be from the 
tubal openings, develop over areas cov- 
ered by the epithelium of the original 
celomic cavity, and that the latter is sub- 
ject to multiple herniations, especially in 
the umbilical and inguinal regions. It 
will not be far fetched, then, to conceive 
that the endometrium may implant itself 
in areas which may even turn into poten- 
tial spaces in later life. We have come 
across a case of endometrioma of the 
left labium diagnosed as a Bartholin 
cyst, and also a case of endometriosis 
inside an umbilical hernia. 

In cases of adenomyosis, it would be 
difficult to picture how the endometrium 
could be detached from the uterus and 
be carried through the muscle fibers. 
Sampson, in his paper on ‘‘Implantation 
Theory of Peritoneal Endometriosis,’’ 
did not even include adenomyosis in his 
discussion. The implantation theory, 
therefore, at best, may serve to explain 
only part of the picture. To explain the 
origin of adenomyosis one would have to 
resort to one or more of the other popu- 
lar theories. Meyer’s theory of epi- 
thelial heterotopy and metaplasia has 
been championed by many, and so has 
Cullen’s mucosal theory. 

It is beyond the scope of this paper 
to review the various theories. One in- 
teresting question, however, is_ the 
period of life during which these meta- 
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plastic or invasive processes take place. 
In other words, are these ectopic endo- 
metrial tissues prenatal or postnatal? 
One may say that they may be either 
or both. This answer, however, seems 
to evade the issue, besides adding more 
confusion. 

It seems that these aberrant tissues 
are prenatal in origin and are one form 
of maldevelopment of the miillerian 
system. I have encountered 2 unusual 
cases of adenomyoma of the uterus 
which have led me to suggest this 
possibility. 

The first case was interesting in that 
it was an instance of uterus didelphys 
with a definitely encapsulated fibroid 
slightly smaller than a hen’s egg in the 
lateral wall of one uterus. In view of the 
fact that adenomyosis is never encapsu- 
lated, the case was considered as one 
of fibroid and the specimen was sent to 
the pathologists. They at once called 
attention to the gross appearance of a 
Swiss cheese pattern in the cut fibroid, 
although the presence of the capsule was 
puzzling. Several sections of the fibroid 
were made and were diagnosed as adeno- 
myoma by different competent patholo- 
gists. The case was then presented 
before a clinical-pathologie conference. 
There was also a pea-sized fibroid over 
the contralateral wall of the same uterus. 
This case presented several other inter- 
esting points which will be discussed 
later. 

In the second case, a single fairly 
good-sized round cavity, measuring 
about 1.5 em. in diameter, was situated 
over the posterior wall of the uterus. 
It contained no blood, but microscopi- 
cally it was lined with endometrium. 
Serial sections failed to reveal any other 
signs of adenomyoma. 

Granted that the anomaly in the sec- 
ond case may be explained by any one 
of the popular theories, still a single 
cavity as large as that is in all proba- 
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bility of prenatal origin. The first case 
is difficult to explain in the light of the 
present theories unless we assume an 
embryonal origin of the so-called ectopic 
or aberrant endometrium. Otherwise, it 
would be difficult to conceive why these 
aberrant tissues could pierce through a 


dense fibrous capsule. The assumption | 


that ectopic endometrium is of prenatal 
origin will not contradict any of the 
popular theories, for metaplasia and 
diverticulum formation can take place 
prenatally too, and fetal adenomyosis is 
not unknown. It has been assumed, of 
course, that these embryonal rests will 
not cause symptoms in the presence of 
normal ovarian function. 

Next, let us consider the question from 
the histopathologic viewpoint, and let us 


choose the chocolate cyst of the ovary as , 


a type representative of endometriosis. 
As Shaw has well pointed out, histologic 
classification of chocolate cyst of the 
ovary is extremely difficult, as it is not 
exactly a cyst lined by epithelium and 


_ only in rather long-standing cysts is a 


cellular stroma present. These features 
seem to speak for the implantation 
theory. The early stages probably repre- 
sent a local reaction to the invading 
endometrium. The histologic picture of 
adenomyoma, with its stroma cells, is 
identical with that of the lining of the 
endometrial In pelvie endo- 
metriosis the histologic picture in the 
middle of the affected areas is identical 
with that of adenomyosis as far as gland 
spaces and cells are concerned. But here 
it might be asked how much muscular 
tissue is present in these pelvic endo- 


metrial implantations. Since many such > 


endometrial implants are surrounded by 
a fibrillated connective tissue, why call 
them adenomyomas? In adenomyosis of 
the uterus most of the aberrant endo- 
metrial tissues are found in the mid- 
part of the thickened myometrium. 
Some, however, may be fairly close to 
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the serosa and appear as purplish dots 
just underneath the serosa of the uterus. 
Adhesions to the omentum and intestines 
may form either from rupture of these 
spots or from local irritations. We had 
2 cases of this kind, and careful section- 
ing of the ovaries and searching in the 
pelvis failed to reveal other implanta- 
tions. The predominant picture was 
adenomyosis. Here one may say endo- 
metriosis and adenomyosis actually 
meet. The former develops from the 
ruptured components of the latter. To 
determine just how often these two co- 
exist requires further statistical studies, 

Another aspect of endometriosis which 
should arouse one’s interest is the ques: 
tion of the development of the stroma 
cells. Are these cells also implanted, or 
are they less differentiated nests of cells 
forming the nidus for implantation? The 
answer is not difficult to find if one takes 
into account the fact that the distribu- 
tion of the aberrant endometrium is the 
same as that of the ectopic decidual cells 
and that the decidual reaction involves 
only the stroma cells. If the stroma cells 
are known to be there, why should one 
assume that they would have to be im- 
planted? In case of adenomyosis of 
the uterus the stroma cells probably de- 
velop from the intramuscular connective 
tissue. 

Just how great a part the hormonal 
factors play in endometriosis and udeno- 
myosis remains to be seen, but suffice it 
to say that they probably have a good 


-deal to do with the activity of such 


aberrant tissues. The majority of pa- 
tients suffering from either condition 
are either sterile or unmarried, and it 
cannot be a coincidence that symptoms 
of endometriosis and adenomyosis de- 
velop between the ages when the ovarian 
function is at its height. In the light of 
present knowledge, it would appear not 
far from the truth to assume that in 
endometriosis these implants probably 
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oun, 
will not ‘‘take’’ without excessive 
ovarian hormonal influences and pseudo- 
decidual reactions from the so-called 
ectopic decidual cells. This was proved 
by a case in which menstruation came 
two days after an Estes operation. The 
regurgitated endometrium found its way 
into the abdominal incision, and a fistula 
leading from the uterine cavity to the 
incision was present for more than a 


year, with some menstrual blood escap-. 


ing through the fistulous opening every 
month. The patient finally agreed to be 
operated on. The tract was resected, 
and careful search in the pelvis failed 
to reveal any other implantations. Now, 
three years after the second operation, 
the patient has oligomenorrhea. | In 
adenomyosis the embryonal rests prob- 
ably will remain dormant throughout 
life, in the absence of the stimulating 
factor (ovarian hormone) in excess. On 
the other hand, mere excessive hormonal 
secretion without the embryonal rests 
will not cause adenomyosis either. In 
the case of uterus didelphys previously 
mentioned, the other uterus was removed 
three years after the removal of the first, 
and serial sections of the second uterus 
showed no signs of adenomyoma. It 
probably contained no embryonal rests. 

From the symptomatic viewpoint, it 
may be said that the most characteristic 
symptom of endometriosis is pain, either 
in the lower part of the abdomen or in 
the lumbosacral region, while with ade- 
nomyosis by far the most common com- 
plaint is menorrhagia associated with 
dysmenorrhea. The pain accompanying 
endometriosis is distinguishable from 
that of primary dysmenorrhea in that 
the former is of greater severity and 
starts with the onset of menstruation, 
increasing as the flow goes on but not 
disappearing with the cessation of the 
flow. 


ENDOMETRIOSIS AND ADENOMYOSIS 


CONCLUSION 


In all probability endometriosis and 
adenomyosis are of different origins. 
They also differ slightly in _histo- 
pathologic characteristics and in symp- 
toms. The two terms, therefore, should 
not be used interchangeably. They are 
more descriptive than the terms direct 
(or internal) and indirect (or external) 
endometriosis. 

Though they may not be of the same 
origin, both conditions may be activated 
as a result of excessive hormonal secre- 
tion of the ovaries. 


SUMARIO 


Basando las observaciones hechas en 
un numero de casos y tomando en cuenta 
la literatura sobre este téma, el autor 
lléga 4 la conclusién que con toda proba- 
bilidad endometriosis y adenomiosis son 
de origen diferente. Tambien se difer- 


encian ligeramente en su histopatologia 
y sus sintomas. 
Los dos términos no deberan ser em- 


pleados alternativamente. Son 
descriptivos que los términos directo 
(6 interno) y indirecto (6 externo) en 
la endometriosis. Atin cuando no apa- 
recen del mismo origen, ambos cambios 
patal6gicos podran ser activados por 
exceso de secrecion hormonal de _ los 
ovarios. 


RESUME 


Se basant sur ses observations per- 
sonelles dans un nombre de cas et sur 
l’étude de la littérature, l’auteur est 
arrivé a la conclusion que 1’endométriose 
et l’adénomyose sont d’origines différ- 
entes. Ces deux affections différent 
légérement en caracteristiques _histo- 
pathologiques et en symptémes. Les 
deux termes ne doivent pas étre 
employés l’un pour l’autre. Ils sont 
plus précis que les termes directes 
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(ou interne) et indirectes (ou externe) 
endométriose. 

Quoique ces deux états n’ont pas 
probablement la méme origine, ils 
peuvent étre activés l’un et l’autre par 
une sécrétion excessive des homones de 
Vovaire. 


BpIBo 


Ha OCHOBaHHH MHOPHX 
yaeB -Ha OO630pe Hay4HOH AMTepaTypbI 
aBTOp YTO, 10 BCeH BO3MOX- 
HOCTH, JHLOMETPUT ALCHOMHO3HT 
pasHoe OHM TakxKe ClerKa 
OTMMUAIOTCA CHMII- 
TomoworHueckH. TlosTOMy 3TH HMeHH 
He JOJDKHbI ObITh YNOTPeOJAeMbI OHO B3a- 


YEN 
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(BHYTPeHHHH)» 
IHLOMeT- 
pHT. 

XOTA OHH HMeWT pasHoe 
Hue O6e MOryT 
aKTHBHbIMH upe3MepHoli 
TOPMOHHOH CeKpell\MH AMYHHKOB. 
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HOMOGENEOUSLY blue discol- 
A oration of the sclera may be 

observed in buphthalmos, anterior 
staphyloma, cardiac disease, certain 
forms of drug intoxication and other 
conditions. But, the term blue scleroties 
refers specifically to a clinical condition 
which is congenital, usually hereditary, 
and is frequently associated with fra- 
gility of the bones or defective hearing, 
or both. Henzschel? in 1831 and Ge- 
scheidt? in 1832 were among the earliest 
writers to comment on this condition. 
Lobstein* in 1833 was one of the first 
persons to point out the association of 
this anomaly with fragile bones. Spur- 
way‘ in 1896 published a pedigree of 
hereditary fragility of the bones running 
through four generations. He noticed 
that many members of the family had 
a curious bluish tinge of the eyeballs. 
Special credit should be given to 
Eddowes (1900),° who definitely empha- 
sized the fact that the blue color of the 
scleras and the tendency to fracture of 
the bones were due to an inherited defee- 
tive structure of the fibrous tissue of the 
body. 

Since then many reports of blue scle- 
rotics have appeared in the medical liter- 
ature of the world. Genealogically, 
Bell® has collected and studied by far 
the largest series of cases. I have been 
fortunate enough to have the opportu- 
nity of studying in detail the first case 
of this anomaly in a Chinese girl. Of 
particular interest are the biomicro- 
scopic, anatomicopathologic and_ bio- 
chemical observations. 


From the Eye, Ear, Nose and Throat Hospital of 
the Associated Universities in Chengtu. 
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Blue Sclerotics Associated With Bony Dubscs 


EUGENE CHAN, M_.D., 
CHENGTU, SZECHUAN, CHINA 


REPORT OF A CASE 


History.—C. A. F., a Chinese girl aged 18, 
was admitted to the Eye, Ear, Nose and 
Throat Hospital of the Associated Universi- 
ties in Chengtu on Dee. 11, 1939, because 
of obstruction in her nose and’ protrusion of 
her left eyeball. Five years previously she 
had begun to experience occasional obstruc- 
tion of her left nostril. Two years later a 
mass was seen in the left nostril and was 
operated on in Chungking. Gradually she 
found that the mass was recurring and that 
the left eye was protruding. She also suf- 
fered from aching of her left ear at times. 

The familial history was_ insignificant. 
There was no history of blue scleras or of 
fragile bones in the family. There was no 
consanguinity. The patient was the seventh 
and youngest child. With the exception of 
the oldest sister and herself, who were slen- 
derly built, all the members of the family 
had an average physique. 

The past history revealed that her scleras 
had been blue since birth. Eight years previ- 
ously her right elbow region had sustained 
a fracture. Three years before one of her 
knees also had undergone a fracture. 

Physical Examination.—The general physi- 
cal examination showed a girl of small 
stature. Her height was 58 inches (147 em.) 
and her weight 88 pounds (39.5 kg.). There 
was no lesion on her skin. Her chest wall, 
heart, lungs, abdomen and internal organs 
were normal. The muscle tone and tendon 
reflexes did not show any pathologie changes. 
The Trousseau and Chvostek signs were not 
elicited. Her head appeared normal except 
for the nose and the left eye. The otologic 
and laryngologie findings were within physio- 
logic limits. The nasal septum was markedly 
deviated to the right side. A large, smooth 
pink tumor mass filled the entire left nostril. 

Ophthalmologic Examination.—Both  scle- 
ras were light blue. The following exoph- 
thalmometric readings were obtained: right 
eye, 12 mm.; left eye, 23 mm. The visual 
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acuity was 6/60 in the right eye and 4/60 
in the left. With a pinhole, vision in the 
right eye was 6/20 and in the left 6/60. 
With a —10.00 D. sph. +-0.75 D. eyl. axis 
180, vision in the right eye was 6/15. With 
a —6.00 D. sph., vision in the left eye was 
6/60. Except for the pallor of the conjunc- 
tivas, the external findings were not remark- 
able. The pupillary reactions were active and 
equal on the two sides. The tension was 


‘normal. There was slight concentric contrac- 


tion of the right visual field and extreme con- 
traction of the left field. No secotomas were 
detected. Ophthalmoscopic examination re- 
vealed nothing significant in the right eye. 
The right fundus was best seen with —10 D. 
and the left fundus with —6 D. In the left 
eye the media were clear; the disk was 
white with a clearcut outline; a narrow 
myopic crescent was seen on the temporal 
side; the lamina eribosa was readily visible; 
the veins were somewhat congested but the 
arteries were normal; other findings were 
not significant. 


Biomicroscopic Studies.—The flow of blood 
was sluggish in the,conjunctival and scleral 
vessels of both eyes, particularly in the 
former. The movements of the blood cells 
could be seen in most of the vessels. There 
was no reduction in the number of vessels. 
There were no clumps of pigment cells. The 
corneas were normal except that they meas- 
ured one-fourth thinner than those of an 
average Chinese woman. There was no evi- 


dence of embryotoxon. The irides contained. 


the regular amount of pigment found in 
Chinese eyes. Both lenses were perfectly 
transparent. 


Laboratory Tests—The result of the Kahn 
test of the blood was negative. <A ring test 
failed to reveal albumin in the urine. The 
red blood cell eount was 4,500,000 and the 
hemoglobin content 78 per cent (Sahli). The 


white blood cell count was 8,050, and the 


differential count showed polymorphonuclear 
cells 72 per cent, lymphocytes 24 per cent, 
monocytes 3 per cent and eosonophils 1 per 
cent. The bleeding time was two minutes and 
the coagulation time two and one-half min- 
utes. The sedimentation rate was 46 per 
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cent. Urinalysis gave normal results. Exami- 
nation of the stools revealed nothing abnor- 
mal except a few ascaris ova. 

The results of chemical analyses for eal- 
cium and phosphorus when our patient was 
consuming an ordinary Chinese diet were as 
follows: 


Calcium 
Mg. 100 ee. 


Phosphorus 
Mg. 100 ce. 


Blood * 4.4 


Urine 9 
Feces 


9. 
10. 
13 

9 


*Two determinations. 


The roentgenologic report (by Dr. F. Y. 
Khoo) was as follows: 

*‘A large soft tissue tumor occupied the 
entire nasal fossa, with practically total 
destruction of all the structures and marked 
displacement of the nasal septum to the right. 
The lower border of the mass is well defined 
and is seen projecting into the propharynx. 
The upper border of the mass is not well 
defined. The mass has apparently invaded 
the ethmoid sinuses, with destruction of the 
bony trabeculae, and also infiltrated into the 
sphenoid sinus. The pressure caused by the 
tumor in the latter location has apparently 
resulted in moderate flattening of the sella 
turcica, as evidenced by the moderate decrease 
in its anteroposterior diameter. The round 
bulging situated about the posterior aspect 
of the floor of the anterior cranial fossa is 
of indefinite nature. Both maxillary antrums 
are extremely cloudy. The right optie fora- 
men is fairly well defined and of normal size. 
Its interior wall and, to a slighter extent, 
its anterior wall are somewhat rarefied, prob- 
ably as a result of pressure from the tumor 
within the sphenoid sinus. The left optic 
foramen is never definitely visualized. This 
may mean either marked pressure rarefaction 
or total destruction. 

““The bones of the upper extremities are 
somewhat slender, but this is within normal 
limits. The texture is good. There is no 
deformity or evidence of fracture. The bones 
of the lower extremities are of normal texture 
and form. The thoracic cage and the viscera 
show no abnormal change.”’ 

Bacteriologic smears and culture of mate- 
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rial from the left nostril showed Staphylo- 
coceus albus. 

Fluid was aspirated from the cystic tumor 
in the left nostril on two occasions: 

1. On Dee. 18, 1939, 15 ee. of pink, clear 
liquid was obtained. The white cell count 
was 625. The differential count showed 14 
per cent polymorphonuclear cells, 74 per cent 
lymphocytes, 2 per cent monocytes and 1 per 
cent eosinophils. 

2. On December 22, 10 ce. of yellowish, 
clear but somewhat viscid liquid was aspi- 
rated. The differential cell count’showed 11 
per cent polymorphonuclear cells, 75 per cent 
lymphocytes, 14 per cent monocytes and a 
few normoblasts. 


Biopsy of the cyst on December 22 showed . 


that the inner lining of the wall was smooth 
and shiny. 


Operation and Further Observations.— 
Excision of the tumor was attempted on 
December 29. The growth was perceived to 
be broadly attached in its posterior part to 
the wall of the sphenoid sinus and in its 
lateral and superior portions to that of the 
ethmoid sinus. The cystic walls were thick 
and friable. A piece of what was considered 
to be bony formation was removed. 

In the confusion of air raids, the micro- 
scopic slides and the pathologic description 
have been lost. The only record left of the 
histology examination is the diagnosis of 
giant cell tumor of the nose. 

After the rhinologie operations, secondary 
anemia gradually developed. The hemoglobin 
dropped to 45 per cent (Sahli) and the red 
blood count to 2,125,000 on Jan. 14, 1940. 
The left eye remained proptosed as before, 
but the vision was finally reduced to seeing 
hand movements in May 1940. When the 
anemic condition improved, enucleation of 
the left eye was done, with local anesthesia, 
on June 1, 1940. 

As soon as the eyeball was removed, it was 
cut open around the limbus. Measurements 
of the outer tunic were taken. The thickness 
of the cornea was 0.6 to 0.7 mm. The figures 
for the normal cornea as stated by Salzmann * 
are 0.8 mm. in the center and 1 mm. or 
slightly more at the periphery. The follow- 
ing tabulation gives the comparative values 


BLUE SCLEROTICS AND BONY DEFECTS 


of the thickness of the sclera of our patient 
and the norm found by Salzmann. 


Thickness, Mm. 
My Patient Salzmann’s 
At posterior pole 0.5 1 or over 
At equator 0.15 0.4-0.6 
Beneath rectus tendons 0.2 0.3 
Anteriorly 0.4 0.6 


From the foregoing tigures it is evident that 
the sclera of my patient was oné third to two 
thirds as thick as that of a normal eye, the 
ratio varying in different regions. The 
stained section of the sclera seemed to show 
a slight decrease in the number but no change 
in the size of the fibers. 

Prof. Libin C. Cheng and Miss T. P. Chou, 
of the Department of Biochemistry, National 
Central University College of Medicine, made 
the determinations of calcium and phospho- 
rus contents of the blue sclerotic for me. The 
values were as follows: calcium, 1,103.5 mg. 
per hundred grams of dry sclera; phospho- 
rus, 278.0 mg. 


COMMENT 


As the designation of this anomaly 
signifies, the blueness of the sclera is 
the most conspicuous feature. In almost 
all of the cases reported, the color of the 
sclera was uniformly blue. The shade 
of blue ranges from pale blue to dark 
blue. Hay,® however, called attention to 
a case in which the blue color appeared 
in spots. Knapp® also mentioned a 
family with blue sclerotics, the discolor- 
ation of which was in patches. There 
has been much dissension as to the actual 
cause of this abnormality. Most writers 
feel that the blue color was caused not 
by increased pigmentation of the sclera 
but by increased translucency of that 
structure, which allowed the underlying 
choroid to show through. Such an ap- 
pearance is somewhat analogous to that 
of a vein showing through the skin. Ter- 
rien, Sainton and Veil,’° however, cited 
Borel’s erroneous attempt to explain 
the blueness as due to cyanosis of the 
sclera and conjunctiva resulting from a 
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decrease of capillaries in those struc- 
tures. As early as 1900, Eddowes,’ writ- 
ing on ‘‘Dark Sclerotics and Fragilitas 
Ossium,’’ surmised that ‘‘the transpar- 
ency of the sclerotics indicated a want 
of quality or quantity of the fibrous 
tissues forming the framework of the 
various organs of the body, and prob- 
ably explained the want of spring or 
toughness in the bones of these indi- 
viduals.’’ Conlon and Fridenberg, who 
examined Herrman’s" patient, thought 
that the assumption of thinning of the 
sclerotic as a cause of increased trans- 
mission of color was disproved by the 
absence of any record of the presence 
of distention of the globe as in infantile 
glaucoma or hydrophthalmos; further- 
more, there was no mention of the pres- 
ence of coloboma or posterior staphy- 
loma. They suggested that the blue 
sclerotics and the lead gray iris as well 
were due to transparency dependent on 
the absence of lime salts in the connec- 
tive tissue elements of the sclera and the 
iris. Paterson, who made _ histologic 
studies in Bronson’s ” case, stated that 
the sclera was of normal thickness and 
the size and number of fibers normal for 
an infant of that age. Bronson’s patient 
died of pneumonia when 11 months old. 
The scleras were said not to be as blue 
as those in the cases cited from the liter- 
ature by the Edinburgh essayist. On 
the other hand, Buchanan,’* who made 
a histologic study of 2 cases of blue scle- 
rotics, found that the cornea was three- 
fifths and the sclera one-third the nor- 
mal thickness. There was a decrease in 
the number but no change in the size 
of the scleral fibers. In Hay’s ® case, 
which has already been alluded to, 
pathological examination showed that 
the blue spots of the sclera were much 
thinner than the surrounding areas. 
More lately Casanovas™ reported on 
Sections of the eyes of a 9 month 
old baby with blue sclerotics and a 
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history of multiple fractures. Both 
scleras measured only one-half the usual 
thickness. 

The cornea of my patient was three 
quarters as thick as that of a normal 
eye and the sclera one third to two thirds 
as thickas that of the normal eye. There 
seemed to be a slight decrease in the 


number but no change in the size of the 


scleral fibers. Indeed, the observations 
made by my associates and me confirms 
those of Buchanan, Hay and Casanovas. 

According to Duke-Elder,” contradic- 
tory conclusions have been arrived at 
by observers with the biomicroscope. 
Vogt did not discover any variation in 
thickness of the cornea in blue scleroties, 
whereas Wirth noticed a thinning. Our 
investigation by means of slit lamp 
studies as well as anatomic sections, con- 
firms Vogt’s observations. 

The discovery of an abnormally high 
calcium content in the sclera of my 
patient lay totally beyond my expecta- 
tion. The percentage of calcium was 
almost ten times as high as that in a 
normal sclera as determined by Sorsby, 
Wilcox and Ham."* Most writers believe 
that there is a deficiency of calcium in 
the blue sclera. Moreover, the eye 
studied was myopic. Authorities usually 
hold the opinion that the calcium content 
in the sclera of a myopic eye is low. In 
view of such an unexpected finding, I 
hope that this work will be checked at 
an early date. 

I agree with Dessoff in suspecting 
the possibility of hyperparathyroidism 
as a factor in causing blue scleroties. 
Like most of the data obtained in the 


_ study of the calcium and phosphorus 


content of the blood in this condition, 
the figures for my patient ranged within 
normal limits. But, the preponderantly 
high values in the sclera of this patient 
coupled with the osseous lesions in the 
head certainly strongly suggest an over- 
activity of the parathyroid glands. 
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SUMMARY 


A brief survey of the earliest writings 
on blue scleroties is reported. 

A typical example of blue sclerotics 
associated with a giant cell tumor in one 
eye was seen in a Chinese schoolgirl, 
and the case was carefully studied. Bio- 
microscopic studies as well as ana- 
tomicopathologic examinations of the 
enucleated eye showed thinning of the 
cornea, which was about three fourths 
as thick as that of a normal eye. Ana- 
tomic section demonstrated that the 
sclera was from one third to two thirds 
as thick as that of a normal eye, the 
ratio varying in different regions. Bio- 
chemical analyses of the sclera disclosed 
the presence of an abnormally large 
quantity of calcium. 

It is believed that hyperfunction of 
the parathyroid glands may be a factor 
in the causation of this anomaly. 


SUMARIO 


EK] autor hace breve relacién de los 
escritos mas tempranos con respecto 4 
la esclerética-azul. 

Un ejemplo tipico de esclerética-azul 
asociada con tumor de celulas-gigan- 
tescas de un ojo fué observado en una 
joven China, de escuela, y el caso fué 
cuidadosamente estudiado. Los estu- 
dios biomicroscopicos, asi como tambien 
los examenes anatomopatolégicos de los 


ojos enucleados, demostraron rarefac- 


cion de la cornea, cosa de *%4 menos del 
espesor normal del ojo. 

Secciones anatémicas demostraron 
que la esclerética solo era de 1% 4 2% del 
espesor normal del ojo, con variaciones 
segtin la region de origen. 

En los analises bioquimicos de la 
esclerética se descubre la presencia de 
cantidad abnormal de calcium. 

Se sospecha que hiperfuncion de las 
glandulas parateroideas sea un. factor 
en la etiologia de esta anomalia. 
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RESUME 


L’auteur nous donne en abrégé la 
littérature des sclérotiques bleues. Il 
rapporte un cas typique de sclérotiques 
bleues associées avec une tumeur de 
cellules géantes d’un oeil. La malade, 
une jeune Chinoise, fut étudiée minu- 
tieusement. L’oeil fut énuclée et étudié 
anatomiquement et microscopiquement. 
La cornée n’avait que trois-quarts de 
l’épaisseur de la cornée normale. La 
section anatomique de la_ sclérotique 
révéla qu’elle était un ou deux tiers plus 
épaisse qu’une sclérotique normale. Une 
analyse biochimique de la sclérotique 
montra qu’elle renfermait une quantité 
anormale de calcium. 

L’auteur croit que cette anomalie est 
due en partie a l’hyperfonetion des 
glandes parathyroides. 


JlaH kpaTKkui O630p CaMbIX PpaHHHX 
O CHHel CKepO3HOH 

TakOH BMeCTEe C 
raHTHO-KJ@TOUHOH B 
AaHaTO- 
TPH YeTBEPTH HOPMAAbHOH 
HbI, a CKlepa OT AByx TperTeii 
TOJIMLMHbI HOPMaJbHOrO BHOXHMH- 
yeCKHH aHaJIM3 MOKa3all MpHCyTCTBHe He- 
HOPM@JIbHO OOJbUIOrO KOJH4eCTBA KaJb- 
WHA. 

Cuntaetca, 4TO OKO.IO- 
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Congenital Absence of Segments of the Small Intestine 


HSIEN-CHIH SHENG, M.D., and CHANG CHI, M.B., Cu.B., F.LC.S. 
LANCHOW, KANSU, CHINA - 


born is rare. If present, it is usually 

due to a cause such as volvulus neo- 
natorum, congenital atresia of the ileum, 
imperfection of development of the post- 
allantoic gut, or persistence of the cloaca 
associated with complete absence of the 
postallantoic gut. Even rarer is con- 


| NTESTINAL obstruction in the new- 


genital absence of segments of the small 
intestine. 
presented. 


Hence the following case is 


REPORT OF CASE 


' Baby Tang, a boy 24 hours old, was brought 
to the hospital because of persistent vomiting 
since the time of delivery. He was born at 
full term. There was no difficulty during 
delivery. The mother had previously had one 
normal child. The family history was 
irrelevant. 

Physical examination revealed a thin baby 
with evidence of dehydration. There was no 


gross external deformity. The mouth cavity. 


was filled with bile-stained fluid. The ab- 
domen was greatly distended. Gurgling 
sounds were audible but not exaggerated 
on auscultation. Peristaltic waves of contrac- 
tion were visualized. A catheter could be 
passed up into the rectum easily. The pre- 
operative diagnosis was congenital atresia of 
the ileum. 

Operation was performed with local anes- 
thesia. A right paramedian incision was 
made. As the peritoneal cavity was opened, 
huge, dilated loops of small intestine were 
exposed from a point about 3 feet (0.9 
meter) above the ileocecal valve. The dis- 
tended portion of the intestine was estimated 
to be about 10 em. in diameter. The abrupt 
ballooning of the distended loops contrasted 
with the collapsed portion, which was only 
about 0.5 em. in diameter. There was no 
patency of the lumen at the point of junction. 
Complete loss of continuity of the small in- 
testine was noted at two other places about 


From the Department of Surgery, National North- 
west Hospital. 


1% feet (0.45 meter) proximal to the valve. 
The length of the break was estimated to be 
1 em. in each case. The isolated segment of 
the ileum between the two points of obstruc- 
tion was about 4 em. in length. The mesen- 
tery was well developed all along. There was 
no evidence of pyloric stenosis. The distal 
portion of the ileum and the cecum, appendix, 
colon and rectum were markedly collapsed. 
Ileostomy was performed at the distally dis- 
tended loop, with resection of the two isolated 
segments of ileum. 

The postoperative course went from bad 
to worse, although vomiting was more or less 
controlled. The baby eventually succumbed, 
on the sixth postoperative day. — 

The postoperative diagnosis was congenital 
atresia and absence of segments of the ileum. 


COMMENT 


Congenital malformations are of more 
interest to embryologists than to clini- 
cians, but surgical repair offers the only 
hope with these and allied conditions. 

Without going deeply into the embry- 
ology of the anomaly reported here, it 
could be explained as resulting from an 
unusual contact between the ventral and 
the dorsal wall of the primitive gut in 
certain places during the invagination of 
the entodermal vesicle. 

As to the factors precipitating con- 
genital anomalies, much recent work has 
been done on the borderline between 
biochemistry and morphogenesis, backed 
up by experiments on amphibians. The 
ultimate fate of intestine in process of 
development may be influenced either 


. by its receiving an abnormal stimulus or 
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by its failing to receive a normal stimu- 
lus deriving from the action of second- 
ary morphogenic hormones or secondary 
organizers. Work along this line was 
initiated by Spemarin and Mangold in 
1924, and was carried on further by 
Holtfreter and Waddington (1931) and 
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others. Further light was thrown on 
this subject by the recent work of 
Prof. Joseph Needham, of Cambridge 
University. 

A new field of preventive surgery may 
be developed by workers in morphology, 
biochemistry and experimental surgery 
rather than by surgeons. 


SUMMARY 


Operation on a newborn boy with 
symptoms indicating intestinal obstruc- 


tion revealed atresia and absence of sev- © 


eral segments of the small intestine. An 
attempt at correction was not successful, 
and the child died. The anomaly may 
have been caused by an unusual contact 
between the ventral and the dorsal wall 
of the primitive gut in certain places 
during the invagination of the ento- 
dermal vesicle. Information on the fac- 
tors precipitating congenital intestinal 
anomalies has been contributed by re- 
cent work of investigators in the fields 
of morphology, biochemistry and experi- 
mental surgery. 


SUMARIO 

Operacién practicada en un varon 
recien nacido, con sintomas indicativos 
de obstruccion intestinal, revelé con- 
traccién (atresia) y ausencia de varios 
segmentas del intestino delgado. Es- 
fuerzos hechos para corregir esta lesion 
no tubieron exita, y el nifo murié. La 
anomalia puede haber resultado del con- 
tacto, raro, de la pared ventral y dorsal 
del intestino primitivo durante la in- 
vaginacién de la vesicula entodermal. 
Conocimiento de los fact6éres que 


ABSENCE OF INTESTINAL SEGMENTS 


MARCH-APRIL 
1945 


precipitan anomalies congenitales del 
intestino han sido ilustrados por los 
trabajos de investigadores en las mate- 
rias de morfologia, bioquimica y cirujia 
experimental. 


RESUME 


L’opération sur un enfant (masculin) 
nouveau-né présentant des symptémes 
d’obstruction intestinale révéla l’atrésie 
et l’absence de plusieurs segments de 
l’intestin gréle. Cette anomalie peut 
étre due au contact rare de la paroi 
dorsale et de la paroi ventrale de 1’in- 
testin primitif en certains endroits dans 
le cours de l’invagination de la vésicule 
entodermale. Les ouvrages récents des 
expérimentateurs dans les champs de 
la morphologie, de la biochimie et de la 
chirtirgie expérimentale nous ont ré- 
vélé des renseignements sur les facteurs 
qui précipitent les anomalies intestinales 
congénitales. 


BpiBo 

ATpe3HA OTCYTCTBHeE HeCKOJIbKHX Cer- 
MCHTOB MaJOH KHUIKH ObIIM 
HOBOPOHKeCHHbIM MaJIbuH- 
KOM C CHMIMTOM@MH OOCTpyK- 
Jia HeycneulHa, peOeHoK ymMep. AHOMaJIMA 
3Ta CO3aHa CO- 
IIPHKOCHOBeHHEM BeHTPaJbHOH LOpcaib- 
HOH CT€HOK IIPHMHTHBHOFO KO- 
TOPOe B HECKOJIbKHX MeCTAaX BO 
BPpeMA My- 
3bIpbKa. B 
OMOXMMHH HU XUpyp- 
rHH Hallie 3HaHHe (pakKTOpoOB, 
aHOMaJIMH. 

The writers wish to express their thanks to Prof. 


Joseph Needham, F.R.S., without whose encourage- 
ment and help this paper would not have been written. 
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Eclampsia During Pregnancy or Labor — 
A Ten Year Survey 


A. SADOWSKY, M.D. 
JERUSALEM, PALESTINE 


CLAMPSIA occurring during 
pregnancy or labor is a complica- 
tion to be compared in severity 
only to uterine rupture. While with 
most obstetric complications there are 
difficulties in diagnosis but treatment is 
more or less uniform, with eclampsia 
there is no difficulty in diagnosis and 
no disagreement as to the prophylactic 
measures. but. great differences of 
opinion exist as to its treatment. 
Many papers on the treatment of 
eclampsia have appeared in the litera- 
ture. Among the greatest authorities 
on this subject, Seitz,’ Stoeckel,? Essen- 
Meller * and Baumgart‘* have favored 
active treatment, while Stroganoff * and 
his followers have recommended a con- 
servative management, consisting chiefly 
in suppression of one of the main symp- 
toms, convulsions. The problem of treat- 
ment of eclampsia caused a lively debate 
in the International Congress of Obstet- 
rics in Amsterdam in 1938. In this con- 
gress the request was expressed that 
all hospitals should periodically publish 
their reports on eclampsia, so that con- 
clusions as to the treatment could be 
drawn from these. 
This study is based on the records of 
eclampsia in the Department of Obstet- 
ries of the Hadassah University Hos- 


pital and the results of antepartum care - 


during a period of ten years (1929 to 
1938). 

Kelampsia can be avoided, or at least 
the conditions of the organism can be 
so improved that it will occur in a 
milder form. For this reason it is im- 


From the Department of Obstetrics, Hadassah Uni- 
versity Hospital. 


portant that every pregnant woman be 
under observation at a center for ante- 
partum care. Should signs of pre- 
eclampsia appear (edema, high blood 
pressure and albuminuria [over 1 per 
cent]), the patient should receive a 
suitable diet and rest. In case these 
measures bring no improvement, the 
patient should be hospitalized; and if 
hospital treatment (Folhard’s diet or 
blood letting) fails to relieve the symp- 
toms, induced labor is the procedure of 
choice. 


OBSERVATIONS 


Incidence.—During a period of ten 
years (1928 to 1937) 13,212 women were 
under observation in the stations for 
antepartum care maintained by the 
Hadassah University Hospital. During 
this period there were 496 cases of 
hypertonia and albuminuria (363 cases 
of hypertonia alone, 91 cases of albumi- 
nuria alone and 42 cases of albuminuria 
with hypertonia). Eclampsia developed 
in only 6 of these cases, and in 1 case 
preeclampsia persisted. All the patients 
recovered. 

One thus sees the great value of this 
prophylactic method in the treatment of 
eclampsia. The importance of ante- 
partum care in cases of eclampsia has 
been recognized by most obstetricians 


(Baumgard,* Seitz,’ Skrobanski*). The 
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more developed the centers for such 
care, and the greater the attention of 
the physicians to signs of preeclampsia, 
the smaller will be the number of cases 
of eclampsia. Okincitz’ reported on 184 
cases of preeclampsia which were under 
the control of a station for antepartum 
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care. The women were admitted to the 
hospital, and eclampsia developed in 
only 18, and in a mild form. Okincitz 
was justified when he stated: ‘‘If ante- 
partum care were further improved, all 
the discussion as to the treatment would 
be unnecessary.”’ 

Trillat and Rhenter*® reported still 
better results. Trillat ** mentioned that 
among 5,764 pregnant women observed 
from 1919 to 1939 in the Maternity 
Home of Lyon only 1 had eclampsia, 
and in this instance the outcome was 
satisfactory for both mother and child. 
Rhenter *» stated that during twenty 
years in the Samaritan Maternity Home, 
in 12,257 pregnancies he has not seen 
a single attack of puerperal eclampsia. 

During a period of ten years (1929 to 
1938) my associates and I had a total of 
27 cases of eclampsia to 9,079 deliveries, 
an incidence of 1:336, or 0.29 per cent. 
A number of the patients in whom 
eclampsia occurred had no antepartum 
consultations, and others failed to attend 
the stations for antepartum care during 
the last months of pregnancy. 

If the incidence during the two half- 
decades is compared, a reduction in fre- 
quency and mortality rate for the second 
half will be noted. 


TABLE I 
Incidence 
Cases of of Fatal 
Deliveries Eclampsia Eclampsia Cases 
No. % 
1:287 3 «618 
1:375 


Period 


1929-1934 3.446 12 
1934-1938 5.633 15 


The incidence of eclampsia in our hos- 
pital as compared with that reported by 
other institutions is average. The rates 
given are between 1.31 and 0.11 per cent. 
(These numbers are drawn from reports 
by Okincitz,’ on 86,586 deliveries; 
Chertok,® on 55,262 deliveries; Munro 
Kerr; Rhenter,’ on 12,257 deliv- 
eries; Trillat,’ on 19,627 deliveries; 
Mellroy,™ on 8,000 deliveries; Mehta,’” 
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on 42,407 deliveries ; Lauros,!** on 23,000 
deliveries, and Tenberg,*” on 23,924 
deliveries.) 


Weather.—Heuss has noted that 
eclampsia is more frequent in sudden 
cold and wet weather. Others, includ- 
ing Gyllensvard,” have expressed the 
opinion that it occurs more often in 
springtime. Guttmann'® and Jacobs" 
called it ‘‘weather disease.’’ According 
to Lauros and Panajotou,'® there is no 
relation between weather and eclampsia. 

As can be seen from table IT, a smaller 
number of cases was observed during 
the rainy and wet season than in the dry 
season. During February no cases were 
observed and during March only 1 case. 
During the entire rainy season, Decem- 
ber to March, there were only 6 cases. 
All the other cases occurred during 
the nonrainy period. 


TABLE II 
No. of 
Months Season 
4 December-March 
8 March-December 21 


The highest number of cases in any 
month (5 cases) occurred during Octo- 
ber, while the monthly rate of delivery 
was evenly distributed. Thirty per cent 
of the cases of eclampsia occurred dur- 
ing the months of May and October, 
during which months the rate of delivery 
was 15.5 per cent. These two months 
are the months of hamssin, when the 
weather in Palestine is hot and dry. 
Thus it may be concluded that some rela- 
tion exists between the incidence of 
eclampsia and the weather. 


Age.—tThe greatest number of attacks 
occurred in parturients under the age 
of 20 (7, or 25.9 per cent), while the 
number of deliveries in this age group 
was only 8.6 per cent. In women over 
30 years of age the rate of eclampsia 
was 30 per cent and of delivery 27.8 per 
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cent. Similar incidence was reported by 
Mehta ’*; of a total of 192 patients with 
eclampsia, 104 were under 20 years of 
age. 

As table III shows, my associates 
and I had 5 cases in which eclampsia 
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five years of treatment by cesarean sec- 
tion and five years with no special treat- 
ment. Berkley, Bonney and MacLead 
confirmed the view that the prognosis 
depends on the severity of the eclampsia. 
The London Committee for Eclampsia 


TABLE III 
Eclampsia in Different Stages of Pregnancy 


During Pregnancy 

Cases Deaths Cases 
Primiparas 2 i! 11 
Multiparas 3 1 re 


Total 5 2 11 


occurred during pregnancy and 22 cases 
in which it appeared during or after 
labor. It should be noted that all the 
fatal attacks took place during preg- 
nancy or after labor. 


TABLE IV 
Eclampsia 
Deliveries No.of Cases Per Cent 
2,926 17 0.58 
6,153 10 0.16 


0.29 


Primiparas 
Multiparas 


Total 


9,079 27 


Table IV shows that there were about 
four times as many primiparas afflicted 
as multiparas. Unfortunately, in most 
papers in which the incidence of eclamp- 
sia in primiparas and in multiparas is 
reported, the total numbers of deliveries 
are not given, so that a correct com- 
parison is not possible. 
is considered that 70 to 80 per cent of 
the cases of eclampsia occur in pri- 


miparas, and Seitz! even called it the’ 


“disease of primiparas.’’ 


Severity.—At the International Con- 
gress for Obstetrics held in Amsterdam 
in 1938, Dr. Williams, of Melbourne, 
Australia, expressed the opinion that 
the method of treatment used for 
eclampsia has no influence on the out- 
come of the case. He obtained the same 
results (20 per cent maternal mortality) 
in the course of five years of conserva- 
tive treatment by Stroganoff’s method, 


During Labor 
Deaths 


In general, it 


‘sia is not confirmed by our data. 


Post Partum Total 
Cases Deaths Cases Deaths 


0 4 ZL 17 2 
“ee 7 2 10 3 


0 11 3 27 5 
has elaborated for the British Congress 
of Obstetrics and Gynecology a series 
of symptoms the presence of two of 
which will mark an attack as ‘‘severe’’ 
(Mcllroy"'). These symptoms are: 
pulse rate over 120, temperature over 
39.5 C. (103 F.), more than ten convul- 
sions, large amounts of albumin in the 
urine, systolic blood pressure of over 
200, and coma. 

In classifying our patients according 
to this scheme, we had 5 with severe 
eclampsia, of whom 3 died (60 per cent 
mortality) and 22 with mild attacks, of 
whom 2 died (9 per cent mortality). 
Three of the patients with severe 
eclampsia were afflicted during preg- 
nancy. Vaginal cesarean section was 
performed on all 3 of them, and 2 died. 
The 2 fatal cases of mild eclampsia 
occurred after labor. One of the pa- 
tients died of postpartum hemorrhage, 
but because one convulsion took place 
she is considered as having eclampsia. 

The opinion that male fetuses are 
responsible for the occurrence of eclamp- 
We 
had 13 male and 14 female fetuses. 


Fetal Mortality—Of 29 newborn in- 
fants (2 pairs of twins) 7 died during 
labor or in the first week postpartum, 
which means a mortality of 24 per cent, 
while our general fetal mortality is 5.5 
per cent. This high mortality rate of 
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eclampsia is due to the great number 
of premature births (of the 29, 8 were 
premature). In the literature, fetal 
mortality rates vary between 55 per 
cent (Berkley, Bonney and MacLead,”* 
Munro Kerr,’® Trillat*) and 12 to 
21 per cent (according to Russian 
authors [Kalinicoff,”* Upenski” and 
Stroganoff °]). 


Maternal Mortality.—We had 5 fatal 
cases, or an uncorrected mortality rate 
of 18.8 per cent. One of the women 
included died of postpartum hemor- 
rhage, but because of a single eclampti- 
form convulsion she is included in our 
group with eclampsia. Autopsy was not 
performed. Our corrected mortality 
rate, therefore, was 14.4 per cent (4 
deaths). 


ECLAMPSIA IN PREGNANCY OR LABOR 


TABLE V 
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Active Intervention for Eclampsia.— 
Regarding treatment, as has already 
been mentioned, extreme differences of 
opinion were voiced at the International 
Congress of Obstetrics and Gynecology 
in Amsterdam in 1938. For example, 
Vignes (cited by Lauros *) expressed 
the opinion that the conservative method 
of Stroganoff should be considered the 
triumph of science and that equally good 
results could not be achieved by any 
other method. On the other hand, Dell- 
mas (Montpellier) and Bittmann (AI- 
mirtz) (cited by Lauros ™*), proclaimed 
complete success with the active method 
(method of Dellmas and cesarean sec- 
tion, according to Durffler, with lumbar 
anesthesia). With these differences of 
opinion in mind it seems worth while 


Obstetric Interventions 


Vaginal 
Cesarean Section 
During Cases Deaths 


Pregnancy 5 2 
Labor 1 


In the literature the mortality rate 
has been given as 5.6 per cent by Kalini- 
coff,”’ 25 per cent by Munro Kerr ” and 
21.3 per cent by Mehta.” 

In 2 cases eclampsia occurred during 
pregnancy and in 3 after delivery; in no 
case was it observed during delivery. 
The fact that of 11 women who had 
eclampsia postpartum, all of whom had 
been treated by Stroganoff’s method, 
3 died, indicates that the conservative 
method of treatment is not a panacea. 

Again the conclusion is reached that 
the prognosis depends very much on the 
severity of the eclampsia. All our deaths 
occurred toward the end of April and 
in May and during October and Novem- 
ber, these being the months of hamssin. 


It seems to me that a relation exists_ 
between the severity of the eclampsia 


and the weather. 


Abdominal Forceps 
Cesarean Section Delwery Episiotomy 
Cases Cases Cases 


to review our cases with obstetric sur- 
gical interventions. 

All patients who have had eclampsia 
during pregnancy have been treated 
actively, by vaginal cesarean section 
(2 fatal cases). In 11 cases in which 
eclampsia occurred during labor, the 
object of treatment was to deliver the 
child as quickly as possible. In cases 
in which the cervix was closed or incom- 
pletely dilated, a vaginal (1 case) or 
abdominal (2 cases) cesarean section 
was performed. In those cases in which 
the dilatation was found complete, a 
milder obstetric intervention was the 
method of choice (forceps delivery in 6 
cases and episiotomy in 2 cases). As 
has _been mentioned, there were no 
deaths associated with eclampsia during 
labor. 
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Recurrence of Eclampsia.——We had 
occasion to study the anamnesis of and 
to follow up our patients who have had 
eclampsia. In 2 cases there was previous 


. history of eclampsia; in 2 cases other 


attacks of eclampsia occurred in subse- 
quent deliveries, and in 2 other cases 
the following pregnancy was accom- 
panied by high blood pressure (over 
200 systolic) and albuminuria with a 
concentration of 4 per cent. 

We thus had in 27 cases of eclampsia 
4 eases of recurrence and 2 cases of 
severe preeclampsia.** 


SUMMARY 


During a period of ten years (1928 to 
1937) 13,212 pregnant women were 
under observation in stations for ante- 
partum care maintained by the Hadas- 
sah University Hospital. Among these 
were observed 363 who had hypertonia 
alone, 91 with albuminuria alone and 42 
with both albuminuria and hypertonia. 
In 6 of the women with albuminuria and 
hypertonia, eclampsia developed, and in 
1 preeclampsia persisted. All these 
women recovered. The importance of 
antepartum care is stressed. 

During a period of ten years (1929 to 
1938) in the Department of Obstetrics 


there were 27 instances of eclampsia to” 


9,079 deliveries, an incidence of 1:336, 
or 0.29 per cent. During the second half 


of the decade there was a decrease in. 


the incidence and in the mortality of 
eclampsia. During the months of 
hamssin (hot and dry weather) the inci- 


‘dence, severity and mortality of eclamp- 


sia were higher. Eclampsia was much 
more frequent in the group of patients 
under 20 than in those over 30. Of 27 
cases of eclampsia, 5 occurred during 
pregnancy, 11 during labor and 11 post- 
partum. Eclampsia was four times as 


** Seitz expressed the opinion that eclampsia re- 
currs in 2 to 3 per cent of cases. 
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frequent in primiparas as in multiparas 
when account was taken of their respec- 
tive total numbers of deliveries (17 :2,926 
and 10:6,153). 

With regard to the prognosis, the 
severity of the eclampsia seems far more 
important than the method of treatment. 
Of 5 patients with severe eclampsia, 4 
died, and of 22 with mild attacks, 1 died. 
The fetal mortality rate in the cases of 
eclampsia was 24 per cent, while the 
general fetal mortality rate in the hos- 
pital has been 5.5 per cent. The uncor- 
rected maternal mortality rate was 18.8 
per cent (5 cases), and the corrected 
mortality rate was 14.4 per cent (4 
cases). 

In 5 cases in which eclampsia occurred 
during pregnancy, vaginal cesarean sec- 
tions were performed; 2 of the patients 
died. In 11 cases in which eclampsia 
occurred during labor, 1 vaginal 
cesarean section, 2 abdominal sections, 
6 forceps deliveries and 2 episiotomies 


’ were performed, with no deaths. Of 11 


women who had eclampsia during the 
puerperium, 2 died. 

In 2 cases there was a previous his- 
tory of eclampsia; in 2 cases eclampsia 
recurred in a subsequent delivery, and 
in 2 other cases the following preg- 
nancy was accompanied by severe 
preeclampsia. 


SUMARIO 


Durante un periddo de diez afios (1928 
A 1937) 13,212 mujeres prefadas fuéron 
observadas clinicamente en departa- 
mentos equipados para antepartum, 


-segun la organizaci6n establecida en el 
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Hospital de la Universidad Hadassah. 
Entre estos pacientes, se observaron 363 
con hipertonia simple; 91 con solo albu- 
minuria y 42 con ambas, hipertonia y 
albuminuria. En seis de los casos de hi- 
pertonia y albuminuria, eclamsia se de- 
sarrollé, y en uno de estos pre-eclamsia 
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persistid; pero todas estas mujéres 
restablecieron. 

Durante el periddo de diez anos (1929 
a 1938), en el Departamento de Obstet- 
ricia 27 casos de eclamsia se observa- 
ron en 9,079 partos—una incidencia de 
1:336, 4 sea 0.29 por ciento. Durante 
la segunda mitad de la década, se 
observ6é una disminucioén en la incidencia 
y en la mortalidad de eclampsia. En los 
dias hamssin (de calor y sequedad) la 
incidencia, severidad y mortalidad de 
eclamsia se observ6 elevar. HKEclamsia 
ocurrié con mas frecuencia en el grupo 
de pacientes de ménos de veinte anos 
que en aquellos de mayor de treinta 
anos. De 27 casos de eclamsia, 5 occu- 
rieron durante la prefiez, 11 en el parto 
y 11 despues del parto. Eclamsia se 
manifest6 cuatro veces mas frecuente en 
primaparas que en multiparas, cuando 
se tom6é en cuenta el numero total de 
partos (17:2,926 y 10:6,153). Con re- 
specto al prognéstico, la severidad de 
la eclamsia es de mayor significancia 
que el metodo de tratamiento. De cinco 
pacientes con severa eclamsia, cuatro 
- murieron, y en 22 casos de forma menos 
severa, solo un caso muriéd. La mor- 
talidad del feto en la eclamsia llegé 4 
24 por ciento, mientras que la mortalidad 
general del feto en el Hospital es cosa 
de 5.5 por ciento. La mortalidad mater- 
nal sin correccién fué de 18.8 por ciento 
(5 casos) y la mortalidad corregida fué 
de 14.4 por ciento (4 casos). 

En cinco casos en que la eclamsia 
occurrié durante prefiez, seccién cesarea 
vaginal fué practicada, y dos pacientes 
murieron. En 11 casos en que eclamsia 
occurriéd durante el parto, 1 seccién 
vaginal cesarea, 2 secciénes abdominales, 
6 partos instrumentales y 2 episiotomias 
fueron practicadas sin fatalidad. De 
once mujeres con eclamsia durante el 
puerperio dos murieron. 

En dos casos se obtuvo historia de 
eclamsia, y en dos casos eclamsia re- 
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currié en partos subsiguientes, y en dos 
otros casos la prefiez siguiente fué acom- 
panada de severa eclamsia. 


RESUME 
Pendant une période de dix ans (1928- 


1937), 13,212 femmes enceintes recurent 


des soins ante-partum dans les stations 
maintenues par |’H6pital du Hadassah 
Université. On observa parmi_ ces 
femmes 363 avec l’hypertonie, 91 avec 
Valbuminurie seule, et 42 avee |’albu- 
minurie et l’hypertonie réunies. Dans 
six albuminuriques 1]’éclampsie se dével- 
oppa et dans un cas 1’état pré-éclamp- 
tique persista. Toutes ces femmes se 
rétablirent. 

- Dans le département d’obstétrique, 
il y eut (1929-1938) 27 cas d’éclampsie 
sur 9,079 accouchements. Durant la 
seconde decade, il y eu une diminution 
de fréquence et de mortalité dues 4a 
l’éclampsie. Durant les mois d’été et 
de pluies, les cas sont plus graves, et la 
mortalité est plus élevée. L’éclampsie 
fut plus fréquente chez les malades en 
dessous de ving ans que chez les femmes 
au-dessus de trente ans. De ces 27 eas, 
5 survinrent durant la grossesse, onze 
durant l’accouchement et onze dans les 
suites de couches. I[,’éclampsie fut 
quatre fois plus fréquente chez les pri- 
mipares que chez les multipares. 

Le pronostic est plus grave dans les 
cas sévéres. Le traitement dans les cas 
de cette nature est peu _ satisfaisant. 
Cing cas sévéres donnérent cing décés; 
vingt-deux cas légers ne donnérent 
qu’un décés. La mortalité foetale dans 
les cas d’éclampsie fut 24 pour cent; 
la mortalité foetale dans les autres cas 
d’accouchement n’est dans notre hépital 
que cing et cing-dixiéme pour cent 
(5.5%). La mortalité maternelle nette 
fut 14.4 pour cent (4 cas). 

Dans cing cas d’éclampsie survenant 
durant la grossesse, on eut récours a la 
section césarienne vaginale; il y eut 
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deux décés; dans 11 cas survenant 
durant l’accouchement, avec une section 
césarienne vaginale, deux sections ab- 
dominales et deux épisiotomies, il n’y 
eut aucun décés. Dans onze cas sur- 
venant durant le puerpérium, il y eut 
deux décés. 

Dans deux cas, il y avait eu une 
éclampsie précédente; dans deux cas, il 
y eut récidive dans une grossesse pos- 
térieure; dans un cas la _ grossesse 
suivante fut accompagnée d’une sévére 
pré-éclampsie. 


BpiBoJbI 


B (1928-1937) 13,212 
6epeMeHHbIX 
Xagacckoro YuHuBepcuteta. ObI- 
40 363 runepTo- 
42 OOONX THNepTOHHH albOyMu- 
HypHv. B wecTH H3 
pa3sBHJlaCb B OJHOH Mpedsk- 
J€MNCHA YNOPHO 

3a MecaTb (1929-1938) B akyuiep- 
CKOM 9,079 poxoB 
27 T.e. 1:336 
0.29%. Bo Bropo 9TOFO 
YMeHbIIeHHe KOJM4eCTBA H 
CMepTHOCTH Bo BpeMA 
«XaMCCHHa» (2#KapKas KoO- 
JHYeCTBO, CTeEMe€Hb H CMePTHOCTb 
yeM cTapwe 30. H3 27 
Cy4aeB IKJEMICHH, 5 pasBHIOCb BO 
6epemenHocTu, 11 Bo xu 11 
nocie poxzos. nepBo- MHOrO- 
POXeHHHL YTO B NepBOPOXKeH-, 
Cly4aeTCA B pasa 
Oouee uacto (17:2,926 u 10:6,153). 

B OTHOWeHHH CTeMeHb 9K- 
J€MICHH ABIAeTCA BAXKHOH, 4eM 
co6 neueHua. 4 5 
CHIbHOH a TOAbKO 
22 Marko cbopmoli. CmMepTHocTb 
B 24% mo cpaB- 
CTH B MaTepHH- 


A. SADOWSKY 


E. Arnold & Co., 1936, p. 


153 


JOUR. INT. 
COL, SURG. 


CKad CMepTHOCTb 18.8% (5 cayuaes), 
a CMepTHOCTb 14.4% 
(4 cayyaa). 

B 5 cayu4anax 9KJeMIMCHH BO Bpema Gepe- 
MCHHOCTH ObIIO Ke- 
capeBo ceyeHHe; yMepuH. B 
11 BO BpeMA 
ceyeHHe, 2 6 Ha- 
JOXKeHHH H 2 INM3HOTOMHH ,BCe 
6e3 cmeptuHocTH. M3 11 C 9KJeMII- 

B 2 cayyuanx Oblia HCTOPHA 
9KIEMIICHH; B 2 MOBTO- 
B B 2 Cily- 
GepeMeHHOCcTb 
CONPOBOXKAeHa CHJIbHOH 
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A New Nasal Tissue Clamp Used in a New Method 
of Narrowing the Columella 


ALBERT P. SELTZER, M.D., M.Sc., D.Sc. (Med.), F.LCS. 
PHILADELPHIA, PA. 


HE full importance of the colu- 
mella as a factor in nasal dis- 
orders is not always recognized, 
Its position between the external open- 
ings of the nose necessarily makes its 
size and shape of significance in deter- 
mining the amount of air which may 
enter and leave the nostrils and the 
pressures exerted in the process. It also 
deserves consideration from the esthetic, 
or cosmetic, viewpoint. 

The columella may be unusually broad 
throughout; it may be broad at its base, 
where it is continuous with the philtrum 
of the upper lip, or it may be asym- 
metric, with resulting difference in the 
size of the nasal openings. 


If a general increase in breadth exists, 
there is a corresponding narrowness of 


the nostrils. This narrowing may so 
decrease the volume of inspired air be- 


low the normally required amount that 
the resulting conditions simulate a more 
deep-seated disorder of the nasal cavi- 
ties and mislead the physician in the 
choice of treatment. For example, the 
internal nasal condition may suggest the 
desirability of a submucous resection for 
its relief. If the condition is, in fact, due 
primarily to disturbance of the inspira- 
tory function, an operation on the sep- 
tum without an accompanying columellar 
correction will not relieve the patient’s 
difficulty. 

From the work of Proetz* and others 
on the physiology of the nose, it is now 
well established that ‘the inspired air 
must enter the nares in amounts that 
are between optimum limits, and under 
suitable pressure, in order that it may 
follow the path designed for proper 
functioning of the nasal mucosa. 


Fig. A. The nasal tissue clamp for use in reduction of the columella 
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The operative method in general use 
has been that of simply excising a nar- 
row oval or angulated piece of tissue 
from the midline of the columella. Cor- 
rection of undue width in this way 
necessarily leaves a scar, which may be 
disfiguring unless healing takes place 
strictly by first intention. 

To avoid the complication of scar 
formation, removal of excessive tissue 
has been done by separating the colu- 
mella from its attachment to the lower 
border of the septum and removing such 
tissue from the lateral borders as is 
necessary for obtaining proper width. 
There are difficulties in this method 
also, however. I have been able to over- 
come these difficulties satisfactorily 
by the use of an originally designed 
tissue clamp specifically suited to this 
purpose.* 

The clamp (Fig. A) is usually con- 
structed of stainless steel; it may also 
be had in chrome plate. Its over-all 
length is 6%, inches (16.2 em.). The 

*This clamp was demonstrated by me for the first 
time at the Ninth National Assembly of the United 


States Chapter of the International College of Sur- 
geons, Philadelphia, October 1944. 
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handle is like that of the customary 
heavy weight surgical knife. At the 
distal extremity, which is % inch (1 em.) 
wide, there are at either outer angle 
small recurved prongs. Proximal to 
these, there is a sliding attachment of 
the same width, with exactly similar 
prongs, which are curved toward those 
at the tip of the instrument and are of 
the same size and shape. The sliding 
portion is adjustable by means of a 
thumb screw, which allows an excursion 
of %4 inch (1.9 em.). 

This instrument is made entirely of 
metal and ean be easily sterilized. 

Employing the clamp, I operate as 
follows (steps 1 to 8 are shown in the 
accompanying illustrations) : 

After the customary steps for clean- 
ing and sterilization of the operative 
field, local anesthesia is secured by in- 
filtration at three points along the mid- 
line of the columella, from tip to base, 
with a 1 per cent solution of procaine 
hydrochloride containing 1:100,000 epi- 
nephrine hydrochloride. As a rule, not 
more than 2 ce. is sufficient to secure 
complete loss of sensation. 


Step 1. The operative field prepared (nose with a 
wide and unequal columella). 


Step 2. Button end knife separating the septum 
from the columella. 
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With a button end knife, an incision 
is made in the columella at the muco- 
cutaneous junction and carried through 
to a similar point on the opposite side; 
this separates the columella from the 
lower border of the septum. With the 
use of scissors, the tissue is then freed 
from the anterior-inferior nasal spine 
by increasing the extent of the primary 
incision and undermining freely at the 
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base of the columella. When this in- 
cision is completed, the tissue clamp is 
inserted through it, and rests between 
the posterior columellar surface and the 
lower border of the septum. The colu- 
mella now lies at right angles to 
the instrument and between the two 
pairs of curved prongs. The clamp is 
adjusted and secured by fixation with the 
thumbscrew. 


Step 3. Scissors separating the base of the colu- 
mella. 


Step 5. The instrument everting the tissue and pre- 
senting the posterior surface. 


Step 4. The nasal tissue clamp applied to the colu- 
mella, 


Section of cartilage and subcutaneous tissue 
removed with scissors. 
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With the tissue fixed firmly in the _ strip of tissue which is held by the 
grasp of the clamp, the handle is turned — clamp. 
through a half-circle, in the manner of With the columella thus held in the 
a lever. This effects eversion of the clamp, the excess,of septal cartilage and 


i 


Step 7. Two sutures inserted to hold the columella 
in the narrowed position. Step 8. The wide columella reconstructed. 


Fig B. Appearance of the nose before and after the operation. 
157 
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subcutaneous tissue with overlying skin 
is removed. The clamp is then detached, 
and by means of two sutures the septum 
is reconnected with the columellar tissue 
and the narrowed columella is. held in 
suitable position. Hither cotton or silk 
suture material may be used. 

A dressing of ‘‘kephrine’’-sulfathia- 
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The results are excellent (Figs. B and 
C). The size of the nares is increased, 
with corresponding improvement of re- 
spiratory function. In cases of irregular 
or unequal nostrils, there is also esthetic 
correction. 

This technic does not require hos- 
pitalization. 


Fig. C. Appearance of the nose before and after the operation. 


‘zole gauze ** is packed into both nos- 
trils, and a small ‘pad of gauze is 
strapped by means of adhesive plaster 
beneath the lower surface of the nose, 
thus covering the field of operation. The 


sutures are removed at the end of five 


days. 


** Kephrine hydrochloride is methylaminoaceto- 
catechol hydrochloride. 


SUMMARY 


With the new metal clamp here de- 
scribed and illustrated, the columella, 
freed from the nasal septum and from 
the anterior-inferior nasal spine, can be 
held everted while excessive septal car- 
tilage, subcutaneous tissue and skin are 
removed. The results obtained with this 
method of narrowing the columella have 
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been excellent both functionally and 
esthetically. 


SUMARIO 


Con la nueva tenaza de metal aqui 
descrita é ilustrada, la columella, sepa- 
rada del septum nasal y del aspecto 
anterior é inferior de la espina nasal, 
puede mantenerse abierta mientras 
exceso de cartilago, tejidos subcutaneous 
y piel son recortados. 

Los resultados obtenidos con este 
metodo de reducir la columella han sido 


excelentes con respecto 4 funcion y 
estética. 


RESUME 


Avec la nouvelle pince ici décrite et 
illustrée, la columella nasi est exposée 
largement, libérée de la cloison nasale 
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et de 1]’épine nasale antérieure et in- 
férieure. On peut ainsi facilement 
enlever tout cartilage, tissu sous-cutanée 
et peau excessifs. Les résultats obtenus 
par l’emploi de cette pince sont excel- 
lents du point de vue fonctionnel et 
esthétique. 


BpiBoJbI 


JIOCTPHPOBaHHOH MeTaJIH4eCKOH KJIEMMBI, 
columella, OT HOCOBOH Mepero- 
pocTKa, MO#KeT ObITb BLIBOPOYeHa MOKA 
JIMWWHHH HOCOBOH XpAL, TKAHb 
KOXKa ITOT cnoco6 
columellae aa, 3CTeTH- 
YeCKH, 
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A Revived Treatment for Varicose Veins 


H. A. SPRINGER, M.D., M.Sc., F.I.C.S. 


r NHE treatment of varicose veins 

by ligation and suture through the 

‘skin may be considered under 
three headings, which group the vari- 
cosities according to the severity and 
type of the pathologic processes present 
at the time of the medical examination: 


CLASSIFICATION OF VARICOSITIES AND 
TREATMENT 

Group 1: Isolated saccular varices, 
solitary dilated veins interposed between 
other varices, and fine cutaneous dilata- 
tions (spider burst).' Many of these 
dilated veins may appear to involve only 
a small area, but the deep venous cireu- 
lation and the great saphenous vein near 
its communication with the femoral vein 
should be studied. If it is proved by 
the application of the Trendelenburg,? 
Pratt,’ Perthes* and Mahorner and 
Ochsner ® tests that the varicosities are 
limited to a given area, I feel justified 
in limiting the treatment to the local 
varicosities, 

For the patients with only a small 
area of veins involved, the treatment 
may be given with local anesthesia, as 
an office procedure, but patients with 
extensive lesions should be hospitalized. 
On the evening before the operation, 
the extremities are involved, a few turns 
the same care as is used for bone sur- 
gery. The patient is then placed in an 
upright position and the veins outlined 
with a staining solution. In particular, 
one should mark the sacculations that 
are indicated to exist by the Pratt test 
and that are shown to contain inadequate 
valves in the branches communicating 
with the deep venous system. 

At operation, the extremities are 
again prepared and the patient is placed 
in a head-elevated position, the body 
sloping upward to about 6 inches (15 
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em.). This position aids in partially 
filling the veins so that they may be 
palpated beneath the stained markings. 
The operative procedure is begun by 
attacking the varicosities that are most 
proximal on the extremity. Fine chromic 
catgut is used with a thin curved cutting 
edge needle just sufficiently long so that 
itis thrust through the skin lateral to 
the vein it can be passed out through 
the skin close to and medial to the vein, 
which is thus encircled by a single loop 
of the suture. The suture is tied. The 
same process is repeated, the sutures 
being placed close enough together so 
that no filling of the veins exists between 
the two sutures. At the tributary 
branches two sutures are placed about 
1% inch (1.3 em.) apart on each com- 
municating branch. When the Pratt test 
reveals incompetent valves, sutures must 
be placed closer together to interrupt 
the communicating branches.6 The 
spider bursts are destroyed by placing 
the sutures so as to grasp the venules 
as they radiate outward. In the feet, 
the needle should not be thrust deep 
into the tissue beyond the vein, but the 
sutures should be placed as near as pos- 
sible just beneath the vein. On com- 
pletion of the operation, the extremities 
are dusted with sulfathiazole powder 
and sterile dressings are applied and 
then sheet wadding; if large areas of 
the extremities should be prepared with 
of plaster are applied to assure that the 
dressings remain in situ. The knee joint 
is always left mobile. The foot of the 
patient’s bed is always elevated 6 inches, 
to prevent edema. The patient is 
encouraged to exercise the extremities 
as soon as the soreness subsides. The 
tissue reaction caused by the chromic 
catgut cuts across the veins, so that by 
the end of two weeks the sutures may 
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be removed without fear of recanalizing 
the veins. 

The advantage of the treatment is that 
all the varicosities can be treated at one 
time and within a reasonable time the 
pinpoint scars from the sutures disap- 
pear. With the old method of cutting 
and stripping, not only is the patient 
left with permanent indurated scars, but 
it is impossible to remove all the sur- 
rounding tributary branches, which 


I Normal II Positive 
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tent valves communicate with the deep 
veins, as shown in diagrams III and IV. 

Group 2: T'ortuous, lengthy varices 
with incompetent valves plus all the 
variations that occur in group 1. In 
treatment of these varicosities it is nec- 
essary to ligate the great saphenous vein 
with its main branches at its termination 
in the femoral vein, and then follow the 
dilated branches down with the method 
used for lesions of group 1. For weeks 


IV Double 


Interpretation of results of the Trendelenburg test: I. |Normal. With the tourniquet in place, the 

superficial blood empties into the deep veins. II. Positive. On removal of the tourniquet, there is a rapid 

reflux of blood down the great saphenous vein, but the communicating valves to the deep veins are normal. 

III. Negative. With the tourniquet in place the veins fill rapidly from below at the incompetent communicat- 

ing valves a and b. IV. Double. Incompetent valves of both the great saphenous vein (c) and the communi- 
cating valves d, e and f; filling defects as in both II and III. 


usually become more prominent as time 
passes. The practice of using a scleros- 
ing solution injected into the veins is 
valuable in very small areas of veins, 
but when there are extensive varicosities 
it not only requires numerous treatments 
but always involves danger of sclerosing 
the deep veins, since so frequently with 
large varicosities areas with incompe- 
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after the patient is able to be about, the 
foot of the bed should remain elevated, 
to aid in minimizing the edema that 
tends to occur in the upright position. 
The patient should wear an elastic 
bandage when on duty during the period 
of tissue readjustment. Varices of this 
group usually require an extensive oper- 
ation, often eighty to one hundred 
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sutures, since the varices joining the 
deep veins more frequently have mul- 
tiple incompetent valves. This is the 
group for which treatment by ligation 
and retrograde injection of a sclerosing 
solution has become so popular. The 
danger with this treatment is that when 
once the sclerosing solution is released 
it is impossible to determine how much 
will be carried through the incompetent 
valves into the deep veins. 

Group 3: Healed varicose ulcers plus 
all the variations of group 2. An uleer 
should always be healed and ‘the scar 
tissue covering the area should be firm 
before any attempt at surgical treatment 
is made in the indurated tissue. If 
healed ulcers are not treated surgically, 
many will break down again in the form 
of chronic leg ulcers. 

The treatment begins with a longi- 
tudinal incision, carried well beyond the 
indurated tissue. The vein that enters 
the induration from above is ligated. 
The incision is carried through the in- 
durated superficial and deep fascia, 
exposing the muscle fascial planes. At 
this point the skin flaps with the fascial 
layers are dissected laterally until the 
dissection is carried well beyond the 
indurated area. The skin is then picked 
up again and dissected from the indu- 
rated fascial planes to beyond the in- 
duration. Large, dilated veins will be 
cut in this dissection, but the bleeding 
can be controlled by mere pressure. The 
fascial planes are sutured together with 
a few interrupted sutures, and the skin 
is sutured separately. This procedure 
is based on the same principle as that 
used in the Kondoleon operation for 
elephantiasis. The varicosities in the 
extremities are treated as described 
under group 2. 


COMMENT 


In eases of acute thrombophlebitis 
developing in the superficial veins of 
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the lower extremities, the ligation 
and suture treatment will shorten the 
duration of disability. This fact is in 
agreement with the findings of other 
investigators.‘ 

When large varicosities exist in asso- 
ciation with compound fractures, the 
varicosities should be treated as outlined 
for group 2; otherwise there exists the 
danger of thrombophlebitis complicating 
the injury. 

I have chosen to refer to the procedure 
as a revived method of treatment  be- 
cause, after I had treated a sufficient 
number of patients to justify requests 
for opinions by members of the profes- 
sion, a surgeon ® pointed out that thirty 
years ago a similar method was used in 
the teaching hospitals of Budapest. This 
method of interrupting the superficial 
varicosities, studied over a period of six 
years, has convinced me that superficial 
varicosities can be successfully treated 
without scarring and without recurrence, 
provided the patient has an adequate 
deep venous circulation. 


SUMMARY 


The treatment of varicose veins by 
ligation and suture through the skin 
varies with the type and severity of the 
pathologie process. Three main classes 
of varicosities are defined. 

Suturing superficial varicose veins 
through the skin obliterates them with- 
out producing noticeable scarring. Re- 
currence of varicose ulcers can be 
prevented by surgical treatment of the 
involved veins by this method after the 
ulcers are healed. 


SUMARIO 

Kl tratamiento de las venas varicosas 

por medio de ligacion-sutura incluyendo 

la piel varia segtin el tipo y severidad 
de los cambios patolégicos. 

Trés clases principales de varicosi- 
dades son aqui detalladas. 
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La sutura de venas superficiales in- 
cluyendo la piel las destruye sin causar 
notable cicatriz. Reeurrencia de ul- 
ceras varicosas puede ser evitable por 
tratamiento quirtrgico de las venas 
afectadas despues que las ulceras han 
cicatrizado. 


RESUME 


Le traitement des varices par la liga- 
ture et la suture & travers la peau varie 
avec le type et la sévérité des lésions 
pathologiques. L’auteur definit trois 
catégories de varices. 

La suture a travers la peau des varices 
superficielles oblitére ces vaisseaux sans 
produire de cicatrices perceptibles. On 
peut par cette méthode empécher la 
récidive des ulcéres variqueux. II est 
nécessaire pour obtenir ce résultat que 
les ulcéres soient guéries avant de 
pratiquer la suture percutanée. 
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BpIBOJbI 


JleueHHe BapHKO3HbIX BeH JHraTypoli u 
KO2KHbIM 3aBHCHT OT H CTeMeHH 
naToworMyeckoro mpouecca. YcTaHOBJeHbI 
TPH PlaBHbIX BAPHKO3HbIX BeH. 

WIBbI MOBEPXHOCTHLIX BapHKO3- 
HbIX BCH IIPOH3BOLAT HX 6e3 
3aMCTHDIX BapHKO3HBIX 
MOKeT ObITb XHpyprH- 
YeCKHM JI@UCHHEM BOBJCYeCHHbIX BeH 
TOrO, KaK A3BbI 
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Ascites of Seven Years’ Duration 


(Report of a Case) 


CARL J. DePRIZIO, M.D., F.I.C.S. 
MANSFIELD, MASS. 


surgical literature now available 

on cirrhosis of the liver and car- 
diac decompensation with or without 
ascites. The subject matter is so exten- 
sive in its medical, surgical and patho- 
logic aspects that no attempt is made 
to discuss the various phases except that 
of ascites and that only as a clinical 
complication. Many cases of recov- 
ery are reported following treatment, 
either medical or surgical. However, the 
majority terminate fatally within a few 
months, in spite of all therapeutic 
efforts. Life expectancy in either patho- 
logic condition associated with ascites 
may oscillate between one month and 
two years. 

Many clinicians, even today, are im- 
pressed by the occasional patient with 
ascites who survives for a year or 
longer. The prognosis in portal cirrhosis 
and cardiae decompensation with or 
without ascites is better now than for- 
merly, at least insofar as duration of 
life is concerned. Comfort and Snell ? 
reported that in a group of over 100 
cases the average length of life from 
the onset of ascites was about thirty- 
eight months. No doubt such increase 
in life expectancy may be due in part 
to improved methods of treatment and 
also to low incidence of complicating 
or intercurrent diseases. The treatment 
of ascites with special diet, ammonium 
salts and mercurial compounds (Salyr- 


Kis considerable medical and 


gan, Merbaphen, ete.) has proved bene- 


ficial in at least 80 per cent of the cases. 

McCabe and Hart reported five pa- 
tients suffering from hepatic cirrhosis 
with ascites wlio were put on a high 
carbohydrate diet and as much insulin 
as they could tolerate comfortably. One 
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patient lived a little over five years and. 
apparently without return of the ascites. 
Grinnell ® reported 23 cases of cirrhosis 
of the liver with ascites in which omen- 
topexy was performed. One patient had 
been tapped twenty times. The span of 
life was not prolonged as much as with 
other methods. Hertenyi has stated that 
in cirrhosis of the liver the ascites is 
doubtless the only symptom of a vascu- 
lar decompensation. He is of the opinion 
that in the majority of cases the dura- 
tion of life after the appearance of 
ascites ranges between five and sixteen 
months. The remissions, either spon- 
taneous or as a result of effective 
therapy, occasionally observed in portal 
cirrhosis are still unexplained. Very 
good symptomatic effects are often pro- 
duced by diuretics in many selected 
cases. Such results frequently point to 
valuable clues as to underlying pathol- 
ogy, prognosis and type of treatment. 


CASE REPORT 

A. J. IL, aged 58, white, married, machine 
factory foreman, was first seen in consulta- 
tion on Nov. 27, 1930. He complained of 
dyspnea, edema of legs and palpitation. For 
three months he had been confined to his 
home under treatment, receiving digitalis, 
diuretics and cathartics with considerable 
relief at first but of late he was becoming 
increasingly worse. Up to one week ago he 
had been ambulatory but had not subjected 
himself to any undue exertion. His appetite 
was well sustained, sleep not disturbed, but 
he noted considerable weakness. The swelling 
in the abdominal and scrotal regions was 
enlarging rapidly causing dyspnea on least 
exertion. 

Past medical history and family history 
were essentially negative except for bilateral 
inguinal. herniae, easily reduced and main- 
tained by trusses. 
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Examination showed a well-developed, well- 
nourished, cheerful, white man lying comfort- 
ably in bed in semi-sitting position. Head, 
eyes, neck normal. Lips were somewhat cya- 
notic and cheeks were flushed. Heart sounds 
were of fairly good quality in spite of definite 
mitral murmur. T 98.4, R 24, P 68, and 
regular BP 158/96. Deep respiratory excur- 
sion was limited somewhat, and both lung 


Fig. 1. Taken 3/18/37, just before a paracentesis. 

Note tremendously distended abdomen and protruding 

umbilicus. The thighs and buttocks are free of fluid. 
The legs and feet show moderate edema. 


bases exhibited coarse, moist rales and dull- 
ness to percussion. The abdomen was full, 
skin tense, umbilical depression obliterated, 
tympanitic in epigastric region, but flat in 
both flanks and in suprapubic region. Fluid 
wave was easily elicited by tapping. The 
scrotum was enlarged to size of grapefruit 
with moderate edema of all soft tissues. The 
distal half of the scrotum was easily trans- 
illuminated ; the proximal portion showed no 
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light whatsoever. Both inguinal rings were 
enlarged, and reduction of herniae was easily 
accomplished, but could not be retained in 
the abdomen. There was pitting edema of 
both feet and legs extending up to knees. 
The thighs, buttocks and back were normal 
to inspection: and palpation. 


Several urinanalyses up to this time showed 


2 plus albumin. Blood Wassermann was 


Fig. 2. Taken on 3/20/37. Aftet removal of 1550 
ce. of fluid. The weight loss was 84 Ibs. and the 
abdominal circumference was decreased by 7 inches. 
Thigh and leg appear normal. The distended abdomi- 
nal wall remains prominent, but no clinical signs of 
fluid were perceptible. The dressing on the umbilicus 

was necessary due to a self-infiicted excoriation. 


reported negative. Stools were consistently 
negative for gross blood. 


Hospitalization was advised and urged, but 
patient refused. ‘‘He preferred to die at 
home.’’ Treatment was ‘outlined, consisting 
of digitalis, diuretics, limitation of fluid, diet 
and bed rest. Fortunately he was given excel- 
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lent home care by LMD, his wife and 
daughter, who was a registered nurse of ex- 
cellent ability. There was remarkable im- 
provement in four weeks and for six months 
he was free of edema and ascites. 


In June, 1931, a second breakdown occurred 
which resisted improvement in spite of 
adequate medical therapy. The patient 
again refused admission to the hospital, 
totally disregarding his serious condition. 
The first abdominal paracentesis was 
performed on June 25, 1931. Under local 
anesthesia and with patient sitting in chair 
1200 ce. straw-colored fluid were removed 
from abdomen and 950 ec. from scrotum. The 
patient withstood the procedure without any 
discomfort. Both incisions drained freely for 
about 72 hours and then healed rapidly. 
Medical treatment was continued, and he re- 
mained comfortable for over one year, show- 
ing only slight edema of feet and lower part 
of legs at end of day. He was allowed to be 
up and about for several hours each day and 
frequently a short automobile ride for diver- 
sion. But on Sept. 6, 1931, he was in serious 
condition again. Another abdominal para- 
centesis was resorted to, relieving him of 
14,000 ce. of fluid. From this time on it 
became necessary to tap him regularly every 
four or five weeks to keep him comfortable, 
in spite of excellent diuresis with two Salyr- 
gan injections biweekly and ammonium chlo- 
ride by mouth and other therapeutic adjuncts. 
The accompanying chart is self-explanatory. 


CHART I 


Average Amount 


No. of of Fluid Removed 
Year Paracenteses at Fach Operation 
1931 a | 12.950 ee. 
1932 3 13.000 
1933 12 13.600 
1934 1B 12.800 
1935 12 13.500 
1936 12 13.900 
1937 8 14.600 


* Includes scrotal tap of 950 ce. 


The patient lost from 30-35 Ibs. in weight 
following each procedure and 6-7 in. in waist- 
line, only to increase again. In 1937 the aver- 


ASCITES OF SEVEN YEARS’ DURATION 


166 


MARCH-APRIL 
1945 


age amount of fluid removed showed a slight 
increase of about 6 to 7 per cent in para- 
centesis. This may be of some significance. 


Summary of Laboratory Data: Wasser- 
mann and Kahn tests were negative. Rbe 
41-41% million, Heb 80-85 per cent. W.B.C. 
7200-9760, with normal differential in 1931 
and 1932. In 1934 the P.M.N. count was 
81 per cent and eosinophils 3. In 1936 these 
had increased to 85 per cent and 5 per cent 
respectively. Urine: specific gravity 1.016 
to 1.028, Albumin 2-3 plus, few casts, occa- 
sional R.B.C. and W.B.C. Ieterie index: 5-7. 
Rosenthal liver test was normal in 1932 and 
1934 but 12.14 and 15 in 1935, 1936 and 1937 
respectively. Renal funetion test—P.S.P.— 
was consistently within normal limits. The 
ascitic fluid ranged in specifie gravity from 
1.004 to 1.008. On two occasions the Wasser- 
mann was negative. Microscopically it showed 
few fat cells and erystals and occasional 
R.B.C. and few W.B.C. on centrifuge 
specimen. 

The patient was suddenly seized on Aug. 
28, 1937, with severe substernal and_pre- 
cordial pain and expired within a few hours. 


Clinical diagnosis: Coronary thrombosis, 
chronic endocarditis and cirrhosis of liver due 
to myocarditis. 


DISCUSSION 


After a review of the literature this 
seems to be the longest case of ascites 
to be reported. The patient lived seven 
years from the time of the first appear- 
ance of the fluid in the abdomen and six 
years from the time of the first para- 
centesis. There were no untoward symp- 
toms during or after each operation. 
The suprapubic midline region was used 
exclusively without any incidence of 
bleeding, infection or delayed healing. 
The small incision and trocar puncture 
were never sutured and the fluid con- 
tinued to exude for forty-eight to 
seventy-two hours until the opening 
sealed itself. After each tapping the 
patient remained in bed for two days, 
then he insisted and was permitted to 
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be moderately ambulatory up to three 
or four days prior to the next emptying. 
The engorgement of the abdominal and 
thoracic veins was never marked, nor 
was he troubled with uncomfortable 
hemorrhoids, as is often the case. The 
feet and legs would become slightly 
edematous, but he never reached the 
stage of distressing dyspnea. It became 
a favorite pastime with him ‘‘to keep 
a record of the many friends and rela- 
tives whom he buried during those long 
years.’’ While this case lacks the post- 
mortem anatomic evidence to corrobo- 
rate the clinical findings and diagnoses, 
it is nevertheless of considerable interest 
in view of the unexpected duration of a 
fairly comfortable life. 


SUMMARY AND CONCLUSION 


1. A case of ascites, complicating car- 
diac decompensation, of seven years’ 
duration is reported. 

2. The patient was tapped sixty-one 
times without untoward results. 

3. In spite of this complication upon 
cardiac and liver pathology the patient 
lived a fairly comfortable life during 
those years without the aid of narcotics. 

4, With digitalis the heart was kept 
at constant rate, and only during the last 
few months did the pulse show any 
irregularity. 

5. This probably represents the long- 
est case of ascites on record with 
undoubtedly the largest number of 
paracenteses ever performed on one 
individual. 


SUMARIO 
1. Se hace relacién a un caso de ascitis 


CARL J. DE PRIZIO 


complicando decompensacién cardiaca 


de siete de duracion. 

2. El paciente recibid sesentaiuna 
puncién (paracentesis-abdominalis) sin 
mal efecto. 

3. No obstante esta complicacién de 
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origen cardio-hepatico el paciente vivid 
comodo esos aios sin hacer uso de 
narcoticos. 

4. Con el uso de digitalis el corazén 
mantuvo un curso constante y unica- 
mente en los ultimos meses de vida se 
noté irregularidad del pulso. 

5. Probablemente este caso repres- 
enta el mas prolongado de ascitis, en 
los anales, e indudablemente el mas 
numero de paracentesis aplicadas en un 
solo caso. 


RESUME 


1. Un cas d’ascite compliquant une 
décompensation cardiaque est analysé. 
L’ascite avait duré sept ans. 

2. La paracentése fut pratiquée soix- 
ante-et-une fois sans sequelles désagre- 
ables. 

3. Malgré l’existence de complications 
cliniques pathologiques cardiaques et 
hépatiques, le malade mena une vie assez 
comfortable. Il ne fut jamais nécessaire 
d’avoir recours aux narcotiques. 

4. A l’aide de la digitale, le rythme 
cardiaque fut maintenu et ce n’est que 
dans les derniers mois que le pouls 
montra quelque irregularité. 

5. Ce cas est probablement le seul 
rapporté dans la littérature d’une ascite 
d’une aussi longue durée et ayant été 
soumis & une aussi grand nombre de 
paracentéses. 


BpiBo Jbl 


rO 

2. BprowHok Obit 
WeCTAeECAT pa3 6e3 BCAHKHX HeOwaro- 
IIPHATHDIX 

3. HecmoTpx Ha 9TO 
HOe OCJO#KHeHHe OOJbHOK MpoBed B 3TH 
LOBOJIbHO CIOKOHHY!0 *KH3Hb 6e3 
MOIMM HapKO3HbIX penaparos. 

4, Buenne MOCTOAHHO pe- 
ryJIMPOBaHHO H TOJIbKO B 
ObIJI KOHCTaHTHPOBaH He 
MyJbe. 
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5. Sror MOxeT ObITb ABIAeTCA 
CaMbIM 
HW, C CaMbIM 
KOJIM4eECTBOM MapalleHTe3oB IIpo- 
H3BeJCHHbIX Ha OJHOM 4eJOBeKe. 
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IN MEMORIAM 


FRED HOUDLETT ALBEE, M.D., F.A.C.S., F.LC.S. 


SURGEON, FRIEND, AMERICAN 


When Dr. Fred Houdlett Albee died 
unexpectedly on Feb. 15, 1945, the surgical 
world was shocked and grieved. Even the 
laity mourned. For our late confrere loved 
humanity to the same degree that he served it. 

His death brought sorrow to those who 
had known him at any time, from the days 
of his boyhood in a small town in Maine to 
the days when he received the highest honors 
in foreign lands. For international recogni- 
tion had been his, as well as the highest 
that could be given in the United States. 
Here was a prophet who was honored in his 
own country. 

Of his activities, affiliations and honors 
there is no need to specialize here. The fact- 
loaded obituary in the Journal of the Ameri- 
can Medical Association (Keb. 24, 1945) 
contains these details. If supplementation is 
needed, it can be found in ‘‘Who’s Who,”’ 
in medical and surgical directories or in 
Dr. Albee’s autobiography, ‘‘A Surgeon’s 
Fight to Rebuild Men.”’ 

It was with this rebuilding of men that 
Dr. Albee was chiefly concerned when he 
died. He was then, and had been for many 
years, chairman of the Rehabilitation Com- 
mission of New Jersey. After World War I, 
in which he served as a colonel in the Medical 
Reserve Corps of the United States Army, 
he was active in rehabilitation work both in 
the United States and in other countries. 
Many a war-blasted man can walk the streets 
and look the world in the face again because 
of Fred Albee’s skill. 

Two of his special contributions as a pio- 
neer in orthopedic surgery were the Albee 
bone mill and the technie of bone grafting. 
The fundamentals of these two great con- 
tributions to mankind were found, he used 
often to say, in boyhood experiments with a 
saw mill and in helping his grandfather, who 
was an expert in tree grafting. 

Harvard Medical School gave Albee his 
degree in medicine. This he supplemented by 
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Fred H. Albee 
1876-1945 


extensive studies in Europe and England, 
when European medical universities and 
clinics were in their hey-day, not yet seduced 
by state medicine and the panel system nor 
ravaged by war’s destruction. 

Later he took his own ideas abroad. At the 
Inter-Allied Congress in Rome, Paris and 
Bologna, in 1919, and at the Netherland 
Orthopedie Congress in 1923, Dr. Albee at- 
tended as the official representative of the 
Medical Corps of the United States Army. 
Honorary membership and awards were 
given him by various foreign scientific organi- 
zations after demonstrations of his original 
methods in European and Latin-American 
countries. 

Among the international and American 
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organizations of which he was a member, and 
in most instances an officer, are the American 
College of Surgeons, the International Col- 
lege of Surgeons, the International Society 
of Orthopedic Surgeons (of which he was 
founder), the American -Orthopaedic Asso- 
ciation, the American Academy of Ortho- 
paedic Surgeons and the Pan-American 
Medical Association. 

Dr. Albee was consulting surgeon to more 
than twenty hospitals and was professor and 
director of the department of orthopedic 
surgery at the New York Post-Graduate Med- 
ical School and Hospital, of Columbia 
University. 

Among his publications are well known 
textbooks, especially on bone surgery. The 
most recent of these is ‘‘Bone Graft Surgery 
in Disease, Injury and Deformity,’’ published 
in 1940. These textbooks make available his 
methods of work. His autobiography will 
keep alive his personality and ideals. 

His domestic life was as enviable and as 
uplifted as his surgical career. With Mrs. 
Albee he found a one-ness such as is granted 
to few couples in marriage. 

Dr. Albee’s manysidedness was summarized 
by Dr. Francis Harvey Green, of Pennington, 
N. J., who gave his funeral sermon: 

‘“We know he was a loving husband, a de- 
voted father, a faithful friend, a_ broad- 
minded citizen, a genial gentleman. We think 
of him as a trained scholar, a thoughtful 
educator, an impressive lecturer, an interest- 
ing author, a distinguished medical doctor. 
Everyone familiar with his life knows he was 
suecessful fruit grower, extensive 
traveler, a clever inventor, a wise promoter, 
a great nature lover. . . . Whatever he did, 
he did well. I have always felt he measured 
up to the thought of George Eliot in 
Stradivarius : 


‘* “Who draws a line and satisfies his soul, 
Making it crooked where it should be 
straight?’ ’’ 


Emphasizing the enduring quality of Dr. 
Albee’s life and work, Dr. Green quoted from 
Carlyle: 

‘‘Cast forth thy act, thy word, into the 
ever-living, ever-working universe: it is a 
seed-grain that cannot die; unnoticed today, 
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it will be found flourishing as a banyan grove 
after a thousand years.’’ 

On the day when [red Albee’s remains 
were laid to rest, he was accoladed by a most 
distinguished group of pall-bearers, both 
active and honorary. The list is too long 
to be published. Among the members of the 
International College of Surgeons in the 
group were the venerable Max Einhorn, the 
devoted Albert A. Berg and Custis Lee Hall, 
his life-long friend William Seaman Bain- 
bridge, his brother-in-arms Col. Harold D. 
Corbusier, the retiring Watson B. Morris, 
the Chesterfieldian John Royal Moore, the 
kind Milton Bodenheimer, and such splendid 
Fellows as Gustav Aufricht, Henry Scheer 
and Charles Phillips. Many others also were 
on hand to lay at the foot of the bier the 
wreath of affection from the International 
College of Surgeons. 

Even the weather was kind on that Sunday 
afternoon. Beams of sunlight percolated 
through the stained glass windows, whose 
colored shadows vied with the beauty of the 
masses of flowers that veiled the coffin. But 
like a halo over the music, the prayer, the 
sermon and all the other minutiae of con- 
signing mortal remains to rest, somehow the 
spirit of Fred Albee seemed present, as if 
to engender anew in the hearts of men a 
spirit of hope. Surely if saints there be 
waiting for men in the after-world, their 
greeting to Fred Albee must have been 
““Well done, thou good and faithful servant 
of all mankind!’’ 

x * * * * 


Dr. Albee had keen interest and faith in 
the International College of Surgeons. He 
was in the College from its incipieney and 
believed it to fill a vital need of surgery 
and of humanity. Impressed with its ideals, 
aspirations and motives, he exerted every 
possible influence for its advancement. He 
lived the College, breathed the College and, 
outside of his own professional activities, de- 
voted all of his spare moments to it. He 
spent long hours at meetings and traveled 
thousands of miles throughout the Western 
Hemisphere to preach the gospel of surgical 
advancement and of aiding younger men and 


those other goals to which the College aspires. . 


He did not spare himself. He was far from 
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well when he undertook a trip in the interest 
of the College to various points in Latin 
America. His pioneering and his correspond- 
ence with surgical luminaries of the world 
have done much to solidify the College ac- 
tivities. Every ideal of the College was a 
personal fetish with Albee. 

When scandal touched the hem of the 
garment of a fellow surgeon, Fred Albee 
fought valiantly to remove the stain. He 
had no ear for whispered’ propaganda, no 
patience with malefactors. He detested 
Machiavellianism. He was an example of 
rugged Americanism. Courageous, outspoken 
and fearless, Albee’s positive attitude inspired 
confidence. He would go to any length for 
the culmination of a worth while undertak- 
ing. He often appeared overenergetic and 
dominating. But in that manly chest of 
“‘lred,’’ as he was lovingly called, beat a 
heart of sincerity—a warm heart, a depend- 
able heart. Once his mind was made up as 
to what was right, Fred Albee remained 
as adamant, inflexible in his decision. He 
never failed the College day or night, rain 
or shine; he was generous with his time, 
counsel and devotion. One of the pillars of 
our structure has been dislodged with the 
passing of Fred. 

At a special meeting of the International 
Board of Trustees of the International Col- 
lege of Surgeons, the following resolution 
was passed : 


“RESOLVE D—That in the death of our 
former President, Dr. Fred H. Albee, the 
International College of Surgeons has sus- 
tained a grievous loss. His charming per- 
sonality, his broad vision, his great surgical 
skill, his willingness to sacrifice his own self 
for the benefit and advancement of surgical 
science and the betterment of the sick and 
injured, will be sorely missed. 

““We extend the deepest sympathy to his 
wife and family in the great loss they have 
sustained. 


“THE INTERNATIONAL BOARD OF 
TRUSTEES 
‘*(Signed) Desiderio Roman, President’’ 


Unfortunately it is impossible to print the 
multitude of telegrams, cablegrams and 
letters that have been received from leaders 
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ALBEE 
of the College in the United States and from 
representatives and chapters elsewhere, espe- 
cially from Latin American Countries, includ- 
ing Argentina, Bolivia, Brazil, Colombia, 
Costa Rica, Cuba, Haiti, Honduras, Mexico, 
Panama, Peru, Uruguay and Venezuela. 
The tenor of them all is the same. It is 
exemplified in the following excerpts from 
a letter sent to Mrs. Albee by the First 
Vice-President of the United States Chapter. 

‘“‘T am grieved to hear of the death of 
Doctor Albee. In his. passing the surgeons 
of America and the world have lost a con- 
structive leader and thinker. Organized 
medicine and surgery have sustained an tr- 
reparable loss and the International College 
of Surgeons a devoted champion and founder. 
Strong in his convictions for the right and 
equally militant at the appearance of sinister 


motives, Doctor Albee possessed those innate 


qualities of leadership which motivate great 
men and great minds in all the lands of the 


world. 
**(Signed) Herbert Acuaff’’ 


Typical also is the following communication 
from the Mexican Chapter : 

‘*El Capitulo Mexicano del Colegia Inter- 
nacional de Cirujanos lamenta profundamente 
el fallecimiento del eminente cirujano Dr. 


Fred H. Albee, . . ., expresidente del 
Colegio. 
recuerdo del Dr. Albee  sefalara 


siempre el genial progreso que a él debe la 
moderna cirugia ortopédica. Su nombre 
perdurara como brillante luminar en la obra 
quirtirgica de rehabilitacién fisica y moral. 

‘*Sus colegas y amigos de México evocamos 
aquella su atrayente y simpatica presencia, 
emocionalmente contristados por esta su 
irreparable y definitiva perdida. 

““(Signed) Gonzalo Castafeda 
‘*Presidente Nacional’’ 


(Translation) 

The Mexican Chapter of the International College 
of Surgeons is deeply, grieved by the death of the 
eminent surgeon Dr. Fred H. Albee . . ., ex-president 
of the College. 

The memory of Dr. Albee will always call to mind 
the splendid progress that modern orthopedic surgery 
owes to him. His name will endure as a brilliant 
star in the surgical work of physical and moral 
rehabilitation. 
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We his colleagues and friends of Mexico pay 
tribute to his attractive and sympathetic personality, 
saddened by this irreparable loss. 

(Signed) Gonzalo Castafieda 
National President 


The day after he heard the news of Dr. 
Albee’s death, Dr. Francisco Graia published 
an article in the largest newspaper in Lima, 
~ Peru, in which he said: 

. the master possessed all the attri- 
butes of an exceptional man: creative in- 
spiration, devotion to the profession, per- 
severance, passion for continuous work and 
unlimited altruism. And for this reason we 
saw him, after thirty years of continuous 
work, traveling around the world, like the 
prophets, spreading the gospel of his scientific 
discoveries. .. . And all this full of enthu- 
siasm, of captivating optimism and of touch- 
ing simplicity. He was the type of man who 
no longer belongs to his race or country, but 
to humanity. There is no doubt that he has 
gained the indisputable right to be considered 


a worldwide surgeon. .. .’ 
* * * * 
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Phrases are meaningless unless backed by 
experience. Personally, one of life’s greatest 
and most gracious gifts to me has been my 
personal contacts and my close friendship 
with Fred Albee. To be with him was to 
learn. He was a rare example of an American 
citizen and an honorable man. 

It is difficult to believe that Fred has left 
us. Rather let it be said that he is still with 
us—by the foree of his example, by his 
written work that is an ever-living testimony, 
and by the gratitude that wells from the 
hearts of thousand of his colleagues and pa- 
tients, both in America and in other lands. 
Let me repeat with Henry Ward Beecher: 

‘“When the sun goes below the horizon 
it is not set; the heavens glow for a full 
hour after its departure. And when a great 
and good man sets, the sky of his world is 
luminous long after he is out of sight. But 
a man cannot die out of this world. When 
he goes he leaves behind much of himself. 
Being dead, he speaks.’’ 


M. T. 


(see announcement on page III). 


The expressions of appreciation of Dr. Albee and tributes to his memory for which 
we could not find space in this issue, as well as those received too late for publi- 
cation here, will be included in the special Albee Memorial Number of the Journal 


For information about membership in the International College of Surgeons and 
other matters pertaining thereto, address the International General Secretary, Inter- 
national College of Surgeons, 850 W. Irving Park Road, Chicago 13, Illinois. Inquiries 
concerning the United States Chapter should be addressed to Mr. Ralph E. Osborne, 
The Drake, 1512 Spruce St., Philadelphia, Pa. 
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Editorials 


Entre Nous 


Fru to Frarernrry) 


HERE are differences, obvious 

| and important, between the In- 

ternational College of Surgeons 

and other colleges. Other existing sur- 

gical colleges are national. Ours is 

international. Further, ours is a post- 

graduate teaching organization, not 
merely a surgical society. 

The International Board of Trustees 
guards with zeal our College’s interna- 
tional activities. Its program will 
never be permitted to drift unilaterally, 
or to gravitate toward purely national 
endeavors. The structure of the College 
will (and must) always remain interna- 
tional. This is the very raison d’étre 
of the College! 

The Fellows connected with a teaching 
institution, or with a hospital where they 
can impart knowledge to their younger 
and less skilled colleagues, are the 
teachers of the International College of 
Surgeons. They are in duty bound to 
teach. 

For this reason every member is given 
an identifying surgeon’s booklet, or 
“surgical passport.’’ Upon presenta- 
tion of that, his confréres in any part 
of the world will accord him welcome 
and assuage his needs for the acquisition 
of surgical knowledge to the best of their 
ability. I believe it was Newton who 
said: ‘‘From contemplation we may be- 
come wise, but knowledge comes only 
from study.’’ 

Another distinction between the Col- 
lege and surgical societies is that in sur- 
gical societies, as a rule, only the mature 
and finished surgeon is acceptable as a 


member. Regrettably, in many societies 
the membership is limited! As if there 
could be any rule by which to judge the 
number of competent surgeons to be 
found in a city, a region, or an entire 
country! Such an attitude is a veritable 
pons asinorum, such as could be erected 
only by the pompously selfish. Yet such 
bridges have been erected, buttressed by 
jealousies, intolerance and those human 
inhumanities which the civilized world 
is now bent on eliminating, or at least 
mollifying. 

In the International College of Sur- 
geons there is a different attitude. Our 
organization knows no such artificial 
structure. In our College, the degree 
or Fellow is the highest attainable, 
and there is room for all who crave to 
work, and opportunity for the highest 
achievement. 

The membership strata are as follows: 
Novices are known as Matriculates. 
More advanced younger men are desig- 
nated as Affiliates. Gradually acquiring 
proficiency, the Affiliates in time become 
Associates, and finally attain to the de- 
gree of Fellow. Such a graded process 
is characteristic of the activities of the 
College in every ramification. Through 
labor, all honors become possible. 

Another advantage of this system is 
that, as in many institutions of learning, 
if insufficient progress is made during 
a period of five years, a holder of any 
one of the three lower degrees (Matricu- 
late, Affiliate, or Associate) may be 
dropped from the College roster. 
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All this is in line with the objectives 
of the incorporation of the College, i.e., 
to blanket the world with an interna- 
tional organization of such surgical pro- 
ficiencies and scientific prowess that any 
aspiring surgeon in any part of the 
world who needs help that only sym- 
pathetic fellow-surgeons can render 
shall have that service, and (this is the 
greater mission of the two, perhaps) to 
enable any man anywhere with the gifts 
and the competency to become a sur- 
geon to receive the counsel and encour- 
agement and the expert instruction that 
will lift him toward that achievement. 

In a wartorn world, particularly, this 
internationally cooperative training of 
surgeons is the keystone in the building 
of a surgical family to render service 
to a suffering human race—a race, too, 
so mutilated by the ill fortunes of war 
and conquest that in surgical proficiency 
alone can restoration be found. 


* * * * * * * 


The International College of Surgeons 
is financed from the fees and dues of its 
constituents. The bulk of such fees and 
dues (80 per cent) is retained by the 
chapters (located all over the world). 
Only a modicum of a Chapter’s fees and 
dues (20 per cent) comes wmto the treas- 
ury of the Central Body, or functioning 
head. This money is used to cover office 
expenses, printing, diplomas and insig- 
nias, and for rendering support to the 
International Assemblies, to the Journal 
and to similar international activities. 
Thus, each Chapter unreservedly con- 
trols its own funds. Bequests are the 
property of the endowed Chapter. 
Article XXV of the Constitution of the 
United States Chapter so mandates: 


‘Bequests or Funps. 

1. Voluntary donations, gifts, be- 
quests, or legacies to the United 
States Chapter become the unre- 
stricted property of, and shall be 


EDITORIALS 


174 


MARCH-APRIL 
1945 


used at the sole discretion of the 
Chapter.”’ 


In the International College of Sur- 
geons, not one officer receives a penny’s 
worth of salary or of any other financial 
assistance or support. 

Because organization as well as man 
must live, financial aspects and ethical 
ideals must needs go hand in hand. This 
duality has been kept well in mind in 
the planning of the International College 
of Surgeons. This is why the bulk of 
the money is retained by the treasuries 
of the various chapters. This, instead 
of following the traditional pattern other 
societies and colleges, which retain all 
administrative fees and dues in the cen- 
tral treasury. 

The United States Chapter, for in- 
stance, controls all its funds and is under 
no financial obligation whatsoever to the 
Central Body except in payment of the 
comparatively small percentage alluded 
to above. Their treasury (a substantial 
one, and may it continue to prosper!) 
offers the Chapter opportunity to ex- 
pand the educational activities of their 
particular Chapter as they see fit. This 
holds true with all other Chapters. The 
Central Body seeks no part of Chapter 
funds except the stated modicum. This 
is democratic and as it should be, a 
course stripped of bureaucratic interfer- 
ence. The International Constitution is 
specific and clearcut on this phase of 
College activities. Let me cite Article 
im: 


‘¢DIsTRIBUTION OF FEES AND 


1. In any country organized into a 
Chapter, 80 per cent of dues and 
fees collected in that Chapter 
shall remain the property of the 
Chapter, and 20 per cent shall 
go to the International Treasury 
to defray the expenses of the 
General Central Office.’’ 
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And in this connection let me point to 
Article XXIV, which reads: 


‘AUTONOMY OF CHAPTERS 

1. The Chapers of the various coun- 
tries representing the Interna- 
national College of Surgeons are 
autonomous in their functions and 
are free to formulate by-laws to 
suit their respective needs so long 
as such by-laws abide by and con- 
form to the Constitution and By- 
Laws of the International College 
of Surgeons.”’ 


No, indeed, there is not a tinge of 


bureaucracy in this our organization. 
* * * * * * * 


The Scriptural ‘‘Love thy neighbor 
as thyself’’ cast its beneficent shadows 
over the conference at Yalta. For no 
class or race of men can hope to live 
alone and survive. Our educational crust 
of bread must be shared, and the final 
drops of the waters of understanding 


in the canteen divided. 
* * * 


None of our Chapters has ever asked 
for material aid. The International 
Board of Trustees is, nevertheless, con- 
stantly on the alert to be of help to all 
Chapters in their emergencies. There 
exists no individual (and there never 
will be any, we hope) in the Interna- 
tional College of Surgeons who would 
begrudge aiding those who are in dire 


straits because of war conditions. 
* * * * * * * 


*® * * 


In the occupied territories, conditions 
confronting the population are by far 
the most appalling in the history of 
civilization. The Church, in all its ereeds, 
has recognized this quite generally. 
Congregations everywhere have been 
urged constantly to greater generosity 
where foreign missions are concerned, 
ever since the outbreak of the war. One 
of the ablest pleas in this direction has 
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come annually from His Eminence 
Samuel Aloysius Stritch, Archbishop of 
Chicago. In his Diocesan letters the 
Archbishop points out plainly that the 
work of enlightenment must go on, and 
its support must come, not from those 
who have not, but from those who have. 
A deaf ear is turned upon protestations 
of, ‘‘Why should we have to give for 
France? Or Poland? Or Russia? Or 
for Italy? Or for Holland?’”’ The lead- 
ing Protestant denominations are spon- 
soring ‘‘wartime service funds,’’ both 
for work among individuals and for 
support of ‘‘orphaned’’ enterprises of 
churches of European and other coun- 
tries. Likewise, the Quakers serve 
humanity! Yes, religion and real hu- 
manity make no exception—they care 
for the suffering everywhere. And that 
‘Universal Mother,’’ the International 
Red Cross! Surely the world’s physical 
healers have never shirked their obvious 
duty in this regard. Our College has 
extended aid in many forms, but never, 
as stated, from Chapter funds. These 
are sacred funds, reserved for education, 
and will never be touched for other 
purposes. 

Where there is suffering there can be 
no discrimination in the distribution of 
merey, or of spiritual support, or of 
scientific service. 

What manner of man, then, what sort 
of scientist, would cavil at playing the 
big and generous brother to fellow- 
scientists whose hospitals, schools, col- 
leges, equipment, laboratories, apothe- 
cary shops and even nursing’ staff lie 
devastated. 

A murmur could come only from Cain 
himself, ‘‘Am I my brother’s keeper?’’ 
The answer comes from thinking men, 
from ethical men, and from pure-hearted 
scientists. It is: ‘‘Until this drunken 
world is sobered, we are our brothers’ 
keepers. And when the world is again 
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on its feet, unless it has learned this les- 
son it will continue not as a civilized 
organism but only as a maelstrom of 
disorganized sadism. 

The genuine scientist dare not be self- 
ish, with his skill, his scalpel, his shekels 
or his services. He must teach by ex- 
ample as well as by precept. Only thus 
is survival possible, and survival must 
be coupled with the transmission both 
of knowledge and of the way to its 
acquisition. 

Our Chapters have kept faith! The 
Central Body has met its obligation and 
has not, and will not, seck contributions 
from any of its constituents. The parent 
body is proud of the progress of the 
Chapters and of their autonomous fune- 
tions. True, some Chapters cannot 
contribute, for the present, their dues 
in American dollars, but they do con- 
tribute in what ways they can, except 
in those parts of the world which are 
under the heel of or strangled by Fascist 
fanaticism. With our colleagues there 
our sympathies are wholehearted and 


genuine. 


* * * * * * * 


Americans are justly proud of ‘their 
Bill of Rights and their Constitution. 
Our International College of Surgeons 
is equally proud of its Constitution and 
By-Laws. 

But, human beings being what they 
are, occasionally the solid work of the 
pioneers is forgotten, and for one reason 
or another an attempt is made to meddle 
with these constitutions. Younger men, 
particularly, are apt to overlook the 
work of the pioneers and founders who 
with sacrifice and blood have created 
principles of conduct as solid as the 
proverbial Rock of Gibraltar. 

In discussing this problem, one cannot 
but recall the tragic life of Thomas 
Paine. It is of him that Lafayette said, 
‘¢To me, America without Thomas Paine 
is unthinkable.’’ And yet, after giving 
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so much of himself to the American Rev- 
olution and to the creation of the Consti- 
tution of the United States, with its 
precious Bill of Rights, Paine received 
abuse and torture, both physical and 
mental, at the hands of those who bene- 
fited from his labors and _ sacrifices. 
When he returned from France, where 
he narrowly escaped the guillotine, 
Paine was denied even the right to vote. 
This, on the grounds that his long ab- 
sence made his American citizenship 
questionable, and because he had helped 
to frame the constitutions of the sister 
republic France! 

None could say of Paine that he 
wanted money, because he had given his 
all, his salary, his very life for his 
beloved America! So he was called an 
atheist, a drunkard. Neither was the 
truth. Thomas Paine was not an athe- 
ist. He was a God-fearing man. We 
read, in his ‘‘Age of Reason’’: 

‘“*T believe in one God and no more, 
and I hope for happiness beyond this 
life—I believe in the equality of man, 
and I believe that religious duties con- 
sist of doing justice, loving mercy, 
and in endeavoring to make our fellow 
creature happy.’’ 


And we read in his Last Will and 
Testament, written when he was ready 
to leave this world: 

‘‘T herewith take my final leave of 
them (his heirs and the world). I 
have lived an honest and useful life 
to mankind; my time has been spent 
in doing good, and I die in perfect 
composure and resignation to the Will 
of my Creator—God.”’ 


And yet this man was _ persecuted, 
calumniated and scorned as an atheist! 

The Constitution of the United States 
was even then being attacked. Now, if 
a chance were given to certain elements, 
this Constitution would still be attacked. 
There was the beginning of smear cam- 
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paigns in the United States. Regret- With the International College of 


tably such villifications have survived i in 
all their dee rading sliminess. 

Our resolve is that our ininaiion, 
the Constitution of the International 
College of Surgeons, so thoroughly 
anchored for the welfare of its constitu- 
ents and for international undertakings, 
with strength firmly solidified for the 
progress of the College, shall be spared 
interference from stray meddlers. 

There can be no better way of hand- 
ing down ideals than that adopted by 
the International College of Surgeons. 
There is nothing new about the system. 
The methods were old when Keypt was 
young and the Ptolemies and Pharaohs 
dreamed only vaguely of their pyramids, 
while the hermetic mysteries’ were 
passed down from priests to neophytes. 
The Talmud tells of this same system; 
so do the Old Testament, the Veda and 
every other known historic record. 


Through these processes, whenever 
mortal vicissitudes foree the laying 


down of the torch by the skilled hand, 
there is another hand, trained and ready 
to pick it up. This is the bond between 
the mortality and immortality of science. 
This is one of the ideals that the Inter- 
national College of Surgeons seeks to 
attain. Only one of the many ideals for 
which, through the centuries, men have 
fought, suffered and died, in the name 
of science. 


This method gains strength in the 
International College of Surgeons 


through its inherent surgical interna- 
tionalism. 

If that cherished surgical mterna- 
tionalism were not foremost in our 
minds and activities, there would be no 
need for our existence. For, nationally, 
there is in the United States the Ameri- 
can College of Surgeons, and other 
countries have their respective national 
colleges, which ably fulfill their missions. 
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Surgeons there is a world-wide inter- 
change of learning, teaching, communion 
and thought. This makes for a great 
and unified surgical family, with all re- 
sponsibilities and communal prosperity 
of a primitive tribe or clan and the same 
protectiveness through which the family 
remains the most powerful unit even in 
these hectic modern days. 

Only from such units of brotherhood 
in science, economies, religion and the 
arts can be built a new edifice for this 
broken world. 

Plans are progressing for the estab- 
lishment of a cextral home for the In- 
ternational College of Surgeons. This 
will be located in the city of New York 
under the leadership of our Dr. Albert 
A. Berg. A home where a surgeon wear- 
ing a fez, or the robes of India, or the 
turban of the Orient, or continental 
attire—a surgeon from anywhere on 
the globe—may rest and quench his 
thirst for knowledge and communion 
with kindred spirits. 

Now, like the toesin from an imagi- 
nary minaret, from the belfrey of a 
great institution of learning in Lima, 
Peru, the message is sent out to the 
surgeons of the world to gather there 
the second week in September in the 
vear of our Lord 1945, to meet, frater- 
nize, exchange scientific thoughts and 
enjoy spiritual intercourse under the 
leadership of our much admired and 
respected Prof. Dr. Francisco Graia, 
First Vice-President of the Interna- 
tional College of Surgeons. There the 
College will plan and build for the 
future. 


* * * * * 


The Central Body functions in the 
most protected part of the civilized 
world. The United States has escaped 
the casualties that have wrecked every 
other nation, temporarily at least. 


see 
| 
| 
| 
: 


JOUR, INT, 
COL. SURG, 


Out of the fulness of the cup, which 
truly ‘‘runneth over,’’ let every pro- 
tected, nonimpoverished Chapter give at 
least one sip of its encouragement, hope 
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and succor to its brother sons of Aescu- 
lapius, and extend a helping hand to 
those in regions where for so long Mars 
has reigned supreme. —Max THoreKk 


Committee on Documentation of Priorities 


Board of Trustees of the Inter- 

national College of Surgeons held 
at the Waldorf Astoria Hotel, New York, 
N. Y., on March 4, 1945, the following 
resolution, included in the agenda, was 
unanimously adopted: 

‘“‘Whereas, in years gone by, indi- 
viduals have claimed originality for 
surgical procedures which the literature 
discloses to have been practiced and 
described previously by others, 

Be It Resolved, that the President of 
the International College of Surgeons 
appoint a committee to represent a 
’ Board of Documentation of Priorities, 
whose function it shall be to investigate 
claims for priorities in surgical innova- 
tions, establish dates of original contri- 
butions to the literature, and report their 
findings in the Journal of the Interna- 
tional College of Surgeons, and to issue, 
upon request, certificates of documenta- 
tion to those who have been proved to be 
entitled to priorities in having de- 
vised surgical procedures and instru- 
ments recorded in the medical-surgical 
literature.”’ 

Since the beginning of recorded medi- 
eal history, claims of priority and origi- 
nality have harassed the annals of 
medical science and distorted the accu- 
racy of recorded data. In the interest 
of justice to the toilers of science and 


\ T the meeting of the International 


to stimulate truth and genuineness in 
the contribution to knowledge made by 
the members of the surgical profession 
and allied sciences, it has been felt by 
the officers and trustees of the Interna- 
tional College of Surgeons that we 
should create a department in the Col- 
lege to investigate evidence in order to 
correct previous errors and to prevent 
future recording of erroneous claims. 

The committee established for this 
purpose is under the chairmanship of 
Prof. Rudolf Nissen and will include 
eminent historians, such as Prof. Arturo 
Castiglioni, formerly of Europe and now 
of Yale University, and other leaders 
in the study of the history of medical 
knowledge. Encouragement will be given 
to all originators of procedures and 
makers of discoveries to record their 
investigations and results in the current 
medical literature. Claims to priority, 
both present and past, will be evaluated 
authoritatively and adjudication made. 
The results of the evaluative investiga- 
tions will be published in the Journal of 
the International College of Surgeons, 
and certification will be made to each 
individual found to have a just claim 
to priority or originality. 


RomAn, M.D. 
President, International 
College of Surgeons 
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. The Spanish Section of the Journal 
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(Translation of Editorial in Spanish Section, Page 191) 


tion of the Journal is established. 

It shows a modest beginning, with 
three original articles and a few news 
items. We confidently expect, however, 
that with capable promotion by the three 
associate editors who have been ap- 
pointed (too recently to get much mate- 
rial to us for this issue) the section will 
develop into an important part of the 
Journal. (These editors are Drs. Fran- 
cisco Graia, Herman de las Casas and 
Manuel A. Manzanilla—see Spanish 
Section.) As time goes on, the section 
will contain not only original scientific 
articles by Latin American authors but 
book reviews, editorials and news of 
events of surgical significance in Latin 
America and of activities of Latin 
American members and chapters of the 
College—all of these to be collected by 
our three associate editors for the 
section. 

This section is the forerunner of simi- 
lar sections in French, Russian, Italian 
and other languages which will be estab- 
lished as soon as world conditions per- 
mit receipt of material regularly from 
European and other countries. That 


| N this issue the special Spanish See- 


time may not be so far away. In the 
past few months regular mail service 
has been established between France and 
the United States, and exchanges are 


again possible with French periodicals. 
A request was recently received in the 
editorial offices for reestablishment of 
exchange relations with Sweden. A jour- 
nal from Rumania. has reached us, the 
first received for a long time. It is 
heartening to know that scientific work 
is in progress in Kurope, and that many 
of the leaders whom we remember from 
pre-war days are still carrying on. It is 
heartening also to realize that people in 
newly accessible countries are eager for 
international scientific relations and co- 
operation and are looking to the Amer- 
icas, with their greater resources and 
security, to lead the way. 

A personal letter to the Kditor from 
a Chinese surgeon, received just as we 
go to press, states that the Chinese 
Chapter is active. The formation of the 
Palestinian Chapter is announced else- 
where in this issue. Recent correspond- 
ence with libraries in Palestine indicates 
that they too are eager for cooperation 
with us in the West. 

The Spanish section, then, is more 
than a mere number of pages written 
in Spanish. It is a significant step in 
reorganizing the Journal of the Inter- 
national College of Surgeons to make it 
representative of world-wide surgical 
progress. 


68) were reversed. 


CORRECTION 


In the article by Dr. Austin T. Moore, entitled the ‘‘Unstable Spine,’’ in 
the January-February issue of the Journal, figures 3 and 4 (pages 67 and 
The legends are correct. 
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UNITED STATES CHAPTER 


In compliance with the request of the Office of Defense Transportation, 
the United States Chapter of the International College of Surgeons has ean- 
celed its annual assembly. Special district and guild meetings are being held 


to compensate for the absence of the assembly. 


The Joint Educational Program and 
Sectional Meeting (District 5) of the 
International College of Surgeons held in 
Birmingham, Ala., on February 14 is. re- 
ported to have exceeded all reasonable 
expectations both in attendance and in in- 
terest. The registration was about 225, and 
the actual number present was close to 300. 


Gilbert F. Douglas Herbert Acuff 

About 150 of the physicians registered were 
from Birmingham, but almost 70 were from 
other cities and towns in Alabama, and 9 
were from other states, including represen- 
tatives from Philadelphia, Pa., the Panama 


Julian C, Pate, Sr. Edgar W. Davis 


Moses Behrend 
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Canal Zone, Washineton, D. C., Tennessee, 
North and South Carolina, Georgia and 
Florida. 

The meetings were held at the University 
Tlospitals, and Dr. J. W. MacQueen, admin- 
istrator of the hospitals, and other members 
of the staff were most cooperative through- 
out the undertaking. Officials of the medi- 
cal school of the University of Alabama and 
of the Jefferson County Medical Society 
were also highly cooperative. 

Dr. Gilbert Donelas) Regent. of 
District 5, was active in arranging the meet- 
ing, and he and Mrs. Douglas gave an in- 
formal tea at their home after the afternoon 
session. A complimentary buffet luncheon 
was provided at noon by the university, and 
the County Medical Society gave a cocktail 
party in the evening, preceding the dinner 
at the Thomas Jefferson Hotel. 

Dr. Herbert Acuff, F.L.C.S., First Vice- 
President of the United States Chapter and 
Regent of District 6, presided at the morn- 
ing session and helped with the arrange- 
ments. Dr. Hughes Kennedy, Jr., president 
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of the Jefferson County Medical Society, 
gave the opening address of welcome, and 
Dr. Roy R. Kracke, dean of the Medical 
College, University of Alabama, weleomed 
the visitors to the hospital. 

Scientific papers were read as follows: 
“Cancer of the Colon,” by Dr. Moses Beh- 
rend, F.1.C.S., Philadelphia, Chairman of the 
Board of Examiners of the United States 
Chapter of the International College of Sur- 
geons; “Ruptured Dise,” by Dr. Austin T. 
Moore, Columbia, S. C.; “The Indications 
for Splenectomy,” by Dr. Roy R. Kracke, 
dean of the Medical College, University of 
Alabama; “Surgery at Northington General 
Hospital,” by Gen. W. R. Dear, Command- 
ing Officer, Northington General Hospital, 
Tuscaloosa, Alabama (read for him by a 
representative of that hospital); “Penicil- 
lin,” by Lt.-Col. I. William Nachlas, M.C., 
A.U.S., Northington General Hospital, Tus- 
caloosa, Ala.; ‘‘Dermoplasty of Healed 
Burned Dorsum of the Hand’’ (read by title), 
by Major John Pick, M.C., A.U.S., F.LC.S., 
chief of plastic surgery, Northington General 
Hospital Tuscaloosa, Ala. ; ‘‘ Surgical Manage- 
ment of Patent. Ductus Arteriosus,” by Dr. 
Edgar W. Davis, Washington, D. ©.; “Endo- 
erine Gynecology,” by Dr. E. C. Hamblen, 
Duke University, Durham, N. C.; ‘‘Tumors 
of the Male Breast,’’ by Dr. Julian C. Pate, 
Sr. (by title). Several of these papers will be 
published in early issues of the Journal. 


At a meeting of the Nebraska Guild of 
the International College of Surgeons held 
Friday, December 8, in Omaha, talks and 
demonstrations were given by members of 
the faculty of the Creighton University 
School of Medicine. Dr. Charles-M. Wil- 
helmj, dean of the School of Medicine, spoke 
on modern medicine. Others who took part 
in the program were Dr. Harry N. Boyne, 
F.LC.S., associate professor of oral surgery ; 
Dr. Rudolph Yechout, instructor in oral sur- 
gery; Dr. William Sucha, associate professor 
of orthopedies; Dr. Leo Coakley, F.I.C.S., 
instructor in otology and rhinology; Dr. 
M. C. Howard, associate professor of medi- 
eine; Dr. Regis Weland, instructor in 
pathology; Dr. Earl A. Connolly, associate 
professor of surgery; Dr. Louis B. McGuire, 
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assistant professor of surgery, and Dr. Roy 
W. Fouts, professor of forensic medicine and 
medical economies. Dr. S. J. Carnazzo, 
F.LC.S., instruetor in surgery and president 
of the Nebraska Guild, conducted the 
meeting. 

It will be recalled that a few years ago 
Dr. T. J. MeCarthy, F.1.C.8S., of Lineoln, 
Neb., in accordance with the educational 
ideals of the College, presented a substantial 
endowment to the medical school for the 
purpose of making postgraduate study 
available to members of the Nebraska Guild. 
Before the wartime need for physicians be- 
came so critical, any member of the guild 
was permitted to study at Creighton through 
Dr. MecCarthy’s endowment, and this will 
again be possible when the shortage of doc- 
tors is relieved. 


At the organizational meeting of District 
Study Guild No. 3, held in Philadelphia, Pa., 
on February 14, the following officers were 
elected: chairman, Dr. William lL. Martin, 
F.LC.S., Philadelphia; vice-chairman, Dr. 
David B. Allman, F.I.C.8., Atlantie City, 
N. J.; secretary-treasurer, Dr. Leonard D. 
Freseoln, F.L.C.8., Philadelphia. 


At the Annual Clinic Day of the Mount 
Carmel Mercy Hospital, Detroit, Mich., Janu- 
ary 31, the speakers included: Dr. Carl S. 
Ratigan, chief of staff of the Mount Carmel 
Merey Hospital; Dr. Roger V. Walker, 
president of the Academy of Surgery; Dr. 
F. H. Topp, in charge of contagious diseases 
at Herman Kiefer Hospital, Detroit; Dr. 
Elmer Hess, F.I.C.S., Erie, Pa., well known 
in the field of urology; Dr. Thomas H. 
MecGavack, associate professor of medicine, 
New York Medical College; Dr. Ward F. 
Seely, of Detroit; Dr. H. Ransome, associate 
professor of surgery at the University of 
Michigan Medical School; Dr. C. A. Smith, 
chief of medicine at the Children’s Hospital, 
Detroit, and professor of pediatries at 
Wayne University, and Dr. Max Thorek, 
International General Secretary of the Inter- 
national College of Surgeons. 

A special feature of the luncheon meeting 
was a talk by Dr. A. C. Furstenberg on a 
postwar program for medical education. 
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Scientific exhibits were presented by mem- 
bers of the staff of Mount Carmel Mercy 
Hospital, several of them members or 
Fellows of the International College of 
Surgeons. The latter included Drs. William 
J. Cassidy, William A. Chipman, Samuel 
Flaherty, Charles W. Husband and Louis J. 
Gariepy. Dr. Gariepy was formerly chief 
of staff at this hospital, and Dr. Chipman 
is now secretary and treasurer. 


Dr. Desiderio Roman, of Philadelphia, 
Pa., International President of the College, 
spoke on “Latin-America and the Old 
World” at a meeting of the Pan-American 
Cultural Group at International House in 
Philadelphia on Mareh 7. 


“Our Charlie.”— All of Charles H. 
(Charlie) Arnold’s friends are rejoicing with 
him over his promotion from major to lieuten- 
ant colonel in one of the theaters of war. 

He writes: “It is remarkable what one 
can accomplish with lacerated lung tissue, 
bowel injuries and other visceral insults, 
with the aid of blood plasma, penicillin, 
sulfa, and good surgical judgment.” 

Most of our readers will have little diffi- 
culty in reeognizing Charlie Arnold in the 
photograph on page 901 of the Journal of 
the American Medical Association for Dee. 
2, 1944 (he is sixteenth from the left among 
the men standing). This photograph shows 
a group of men who attended a three day 
meeting of United States and British Army 
medical officers at a large United States 
Army general hospital in France, where 
they exchanged ideas on the treatment of 
battle casualties. This was the first confer- 
ence of its kind in that theater of the war. 

Charlie wrote the Secretary en route to 
London, where, on February 5, he was to 
address the Royal Society of Medicine, add- 
ing that he expected to see Hamilton Bailey 
and to meet Rodney Maingot, British sur- 
geons who are also vitally interested in the 
College. (He did meet and visit with them, 
to mutual advantage and satisfaction. ) 

From the very beginning of the College 
activities, Charlie has been devoted to our 
cause and unswerving in his belief in the 
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College ideals. While men differ, those dif- 
ferences are usually minor, and he has 
looked upon them in that light. He has 
stuck to the principles, and misunderstand- 
ings have been washed away. He has lived 
for the College night and day. 

Who of us does not remember Charlie’s 
keen desire to enter the armed forces? He 
divorced himself from all activities, home 
ties, patients, lucrative practice, with only 
one thought: to get into the fray. That is 
Americanism. That is devotion. That is 
manliness. That is “Our Charlie,” Lieut.- 
Col. Charles H. Arnold. 

Some of the Fellows will undoubtedly like 
to write to Charlie. He will appreciate it. 
Mail will reach him addressed 


Lieut.-Col. Charles H. Arnold, 0200931, 
99th General Hospital, 

APO 350, ¢/o Postmaster, 

New York, N. Y. 


We are sure that Fellows of the Inter- 
national College of Surgeons all over the 
world will join in saying, “Congratulations, 
Lieutenant-Colonel Arnold !’’ 


At the meeting of the Los Angeles Guild 
of the International College of Surgeons, 
held on February 28, each of the fifteen 
members present was given an opportunity 
to express himself concerning anything that 
was on his mind for the welfare of the local 
group. Many splendid suggestions were 
made. One of the most significant was Dr. 
L. J. Butka’s suggestion that, inasmueh as 
the International College of Surgeons has 
active international committees, it would be 
well for the international officers to attempt 
to influence the administration at Washing- 
ton to include a member or members of the 
medical profession, preferably of the Inter- 
national College of Surgeons, to serve on 
the health panel when peace comes and 
international affairs of all types are un- 
tangled. The power of the International 
College of Surgeons to spread the propa- 
ganda of good will was emphasized by Dr. 
H. O. Bames and others. Dr. Bames gave 
an account of the work of the plastic sur- 
geons over the world and stressed their aim 
to advance not only medically and surgi- 
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eally, but socially, economically and in the 
field of fine arts. The thought of the meet- 
ing seemed to revolve around the man- 
ner of promoting international good will 
through the medium of the College. <A 
by-product of that discussion was realiza- 
tion of the fact that we in America are 
woefully ignorant of the art of being ideal 
hosts to persons of other nations. It was 
suggested that two committees be organized 
in the present Southern California group, 
one committee to prepare scientific pro- 
grams for the guild and the other com- 
mittee to plan meetings with an interna- 
tional background from the standpoint of 
science, culture and political implications. 
Dr. Felix Cunha, of San Francisco, regent 
of District 21, met with the guild. Dr. E. 
Forrest Boyd, F.I.C.S., president of the 
guild, presided. 


Note: See special announcement on page 186. 


ENGLAND 


Pen Pictures of New Fellows.—The fol- 
lowing British surgeons were admitted to 
Fellowship in the International College of 
Surgeons at the meeting of the International 
Board of Trustees held March 4, 1945. 


Hugh James McCurrich was born in 
Bristol in 1890. He attended Clifton Col- 
lege and the University of Bristol and re- 
ceived his medical training at St. Bartholo- 
mew’s Hospital, London. He later was 
granted M.B. and B.S. degrees by the Uni- 
versity of London and became a fellow of 
the Royal College of Surgeons (England) 
and a member of the Royal College of 
Obstetrics and Gynecology. After intern- 
ship at St. Bartholomew’s Hospital, he served 
on the staff of that hospital as house sur- 
geon and as resident in surgery. He has also 
worked at the Freemason’s Hospital, the 
West London Hospital, The Putney Hospital, 
London, and the-Royal Hospital, Sheffield, 
and for a time was physician in charge of 
Brighton Municipal Hospital. At the present 
time he practices entirely as a consulting 
surgeon and gynecologist, being honorary 
assistant surgeon and honorary gynecologist 
at the Royal Sussex County Hospital, honor- 
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Hugh James MeCurrich 


ary consulting surgeon at the Victoria Hos- 
pital, Lewes, and temporary honorary sur- 
geon and honorary gynecologist at. the 
Worthing General Hospital. In addition to 
his affiliation with the Royal College of Sur- 
geons, he is a Fellow of the Royal Society 
of Medicine (London), a member of the 
Royal College of Obstetricians and Gynae- 
cologists, and president of the Association 
of the Voluntary Staffs of the Major (Non- 
teaching) Hospitals of England and Wales, 
and honorary secretary of the Sussex and 
Brighton Medicochirurgical Society. He has 
published a dozen or so articles on abdomi- 
nal surgery and bone and joint surgery in 
medical periodicals, and his colored film 
illustrating the “Technie of Blood Transfu- 
sion” was shown at the British Medieal 
Association Conference at Aberdeen in 1939. 

William Edward Tanner, born in London 
in 1889, attended the Roan Sehool in Green- 
wich and the University of London and re- 
ceived his medical training in Guy’s Hos- 
pital, London. He gave a number of years 
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of service to Guy’s Hospital as intern, house 
surgeon and resident surgical officer, anes- 
thetist, surgical registrar and tutor. He has 
been surgeon for the Prince of Wales Hos- 
pital and the Evelina Hospital for Children 
for more than twenty years and consulting 
surgeon for the London County Council Hos- 
pital and several other hospitals. As a 
teacher, he has been lecturer in surgery for 
the Northeast London Post-Graduate Col- 
lege and for the Fellowship of Medicine. 


William E. Tanner 


He was a captain in the Royal Army Medi- 
cal Corps, acting as surgical specialist, in 
the World War of 1914 to 1918. His 
organizational affiliations are noteworthy. 
He is a fellow of the Association of Surgeons 
of Great Britain and Ireland, fellow and 
honorary editor of the Medical Society of 
London, fellow and past president of the 
Hunterian Society, fellow and chairman of 
the Executive Council and Finance Com- 
mittee of the Royal Institute of Public 
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Health and Hygiene, member of the Har- 
veian Society, fellow and member of the 
Council of the Surgical Section of the Royal 
Society of Medicine, and fellow of the Royal 
College of Surgeons. About twenty articles 
by Mr. Tanner on various surgical subjects 
have appeared in medical journals of Great 
Britain in the past thirty years. 

Kenneth Macfarlane Walker, born in 1883 
and edueated at the Leys School, Cam- 
bridge, England, graduated at Cambridge 


Kenneth Macfarlane Walker 


University in 1904. His medical edueation 
was obtained at St. Bartholomew’s Hospital, 
London, where he became a house surgeon 
and eventually demonstrator of pathology. 
He then emigrated to Buenos Aires, Argen- 
tina, where he qualified as a physician again 
and practiced until the outbreak of the first 
World War. Returning to Europe, he be- 
came surgeon to the Duchess of West- 
minster’s Hospital at Le Touquet, but later 
joined a field ambulance service. At the end 
of the war he became a lecturer at St. 
Bartholomew’s Hospital and genitourinary 
surgeon to the Royal Northern Hospital. He 
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has contributed largely to medical litera- 
ture, particularly on the subjects of pro- 
static enlargement and male fertility. He 
was Jacksonian prizeman and Hunterian 
professor to the Royal College of Surgeons, 
England. 

Dr. John Alan East, M.B., B.S., F.R.C.S., 
has been admitted to membership in the 
College. Mr. East is a young surgeon who 
has served in various surgical and teaching 
positions in Guy’s Hospital, London. He has 
contributed three chapters to Pye’s “Surgi- 
cal Handicaps,” edited by Hamilton Bailey. 


PALESTINIAN CHAPTER 


The following cablegram from Dr. Felix 
Mandl, F.I.C.S., Jerusalem, arrived just as 
the Journal was almost ready for the press: 
“Chapter founded with Government’s ap- 
proval.” Future issues will carry more 
details concerning this good news and the 
membership and activities of the Palestinian 
Chapter. 


ARGENTINIAN CHAPTER * 


Dr. Ernesto F. Malbee, F.I.C.S., has been 
appointed Professor Libre de  Teenica 
Chirurgica in the Facultad de Medicina de 
la Plata. 


MEXICAN CHAPTER * 


Dr. Manuel A. Manzanilla, F.1.C.S. (Hon.), 
International Vice-President of the College, 
and Dr. Francisco Fonseca, F.I.C.S. (Hon.), 
Secretary of the Mexican Chapter, have 
been appointed by the National University 
of Mexico as its representatives and dele- 
gates to the Second National Congress of 
Cancerology of Cuba. <A special invitation 
has been extended by the University of 
Habana and its Faculty of Medicine. 

Dr. Francisco Castillo Najero, F.1I.C.S. 
(Hon.), Mexican Ambassador in the United 


*The Latin American news items appear also in 
the Spanish Section (page 192). 
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States of America, was appointed by the 
Mexican government as a member of the 
Mexican delegation to the Conference on 
Problems of War and Peace held in Mexico, 
and also to the one which will be held in 
San Francisco, Calif. 

Dr. Fonseea has also been recently elected 
President of the Medical Society of the 
Hospital General de México and a member 
of the Advisory Board of that institution. 

Dr. Dario Fernandez Fierro, F.I.C.S. 
(Hon.), Vice-President of the Mexican 
Chapter of the International College of 
Surgeons, has received a special invitation 
to visit San José de Costa Riea on a scien- 
tific mission. 

Dr. Gustavo Argil, (H.C.), has 
been appointed Chief of Clinieal and Labo- 
ratories and of Research of the Hospital 
General de México and elected a member 
of the Advisory Board of that hospital. 

In the garden adjoining the Estadio 
Nacional and the Hospital General de 
México will be erected a pedestal topped 
with the figure of Joaquin Albarran, the 
genial Cuban urologist who was a professor 
in the Faculté de Paris. At the laying of 
the first stone the Mexican Chapter of the 
International College of Surgeons was rep- 
resented by Dr. Francisco Fonseea, F.1.C.S. 
(Hon.), Dr. Rodolfo Ayala Gonzalez, F.LC.S., 
Dr. Enrique Flores Espinosa, M.I.C.S., and 
Dr. Xavier Romo Diez, A.M.I.C.S. 

Dr. Manuel Manzanilla, F.1.C.S. (Hon.), 
an International Vice-President of the Inter- 
national College of Surgeons, has been 
active, with Dr. Francisco Grafia, of Peru, 
in making arrangements for the Fifth Inter- 
national Assembly of the College, to be held 
in Peru the second week of September 1945. 


PERUVIAN CHAPTER * 


As announced elsewhere in this issue, the 
Fifth International Assembly of the Inter- 
national College of Surgeons is to be held 
in Peru. Dr. Francisco Grafia, President of 
the Peruvian Chapter, has been aetive in 
planning and making this possible. He is 
to be General Chairman for the Assembly. 
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DISTRICT MEETING IN KNOXVILLE, 
TENN. 


The Tennessee Guild of the International 
College of Surgeons and the Knox County 
Medical Society are sponsoring an important 
district meeting to be held in Knoxville, 
Tenn., Friday, June 8, 1945. Both Tennessee 
and Knoxville individually honored, 
moreover, by the fact that the International 
Board of Trustees and the Executive Council 
of the United States Chapter have decided 
to meet there at the same time. The all-day 
scientifie program will include contributions 
from these officers. The program as now 
arranged is as follows (with Dr. Herbert 
Acuff, F.A.C.S., F.1.C.8., President of the 
Knox County Medical Society, acting as 
general chairman and presiding) : 

Address of Welcome on Behalf of Knox 
County Medical Society 
Dr. E. R. Zemp, Chairman, House of 
Delegates, Tennessee Medical Association 
Early Treatment of Extensive Facial Injuries 
Dr. Milton Adams, F.1.C.S., Memphis, 
Tenn. 
Surgical Emergencies 
Dr. William Seaman Bainbridge, F.1.C.S., 
New York 
Surgery of the Common Bile Duct 
Dr. Moses Behrend, F.A.C.S., 
Philadelphia 
Prevention of Recurrent Uleers After Sub- 
total Gastrectomy by Vagus Section 

Dr. A. A. Berg, F.I.C.S., New York 
Hodgkin’s Disease 

Dr. Lloyd F. Craver, F.1.C.P., New York 
Conditions and Diseases Incident to the Meno- 

pause 

Dr. Gilbert Douglas, F.A.C.S., 

Birmingham, Ala. 
Office Gynecology 
Dr. Watson B. Morris, F.A.C.S., 
(a) Lingual Goiter (with a film) and (b) 
Extrophy of the Liver 
Dr. Desiderio Roman, F.A.C.S., F.LC.S., 
Philadelphia 
Stenosing Tenosynovitis of the Wrist 
Dr. Custis Lee Hall, F.A.C.8S., 
Washington, D. C. 
Surgical Complications of Duodenal Uleer 
Dr. R. L. Sanders, F.A.C.S., Memphis, 
Tenn. 


E.L.CS., 


CHAPTER NEWS 


MARCH-APRIL 
1945 


Surgical Plagiarism: Its Etiology, Prophy- 
laxis and Cure (slides) 
Dr. Max Thorek, F.1.C.8. 
Solid Tumors of the Ovaries 
Dr. Edmund C. Hessert, F.A.C.S., F.LC.S., 
Camden, N. J. 
There will be a banquet at the Andrew 
Johnson Hotel, Friday evening, before the 
closing addresses. 


Herbert Acuff, General Chairman of Meeting 


In addition to the surgical values of the 
meeting, the occasion can be an opportunity 
for recreation, relaxation and restoration in 
congenial company and in restful, interesting 
surroundings of great beauty. For Knoxville 
is in the heart of the Great Smoky Mountains. 
The quiet, sleepy hills are interspersed with 
rivers, the waters of which have been con- 
trolled and put to work by the Tennessee 
Vallev Authority. The blue lakes of the area 
are teeming with fish. The Great Smoky 
Mountain National Park has more than half 
a million acres of virgin hardwood forests 
and many types of flora. 

So both to the meeting in Knoxville and io 
all of this we bid you welcome! 

Herserr Acurr, F.I.C.S. 
President, Knox County 
Medical Society 
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There has been a trend in many instances to subjugate preoperative and postoperative 
care to, and concentrate on, technical skill in executing surgical operations. This is not 
comme il faut. A surgical operation is only part of the undertaking and responsibility of 
the conscientious surgeon. He is responsible also for proper preoperative and postoperative 
care. 

Illingworth’s Textbook of Surgical Treatment,! which appears in its second edition, is 
replete with a wealth of information. The book should be in the library of every medical 
student, house surgeon and mature practitioner in surgical endeavor. The nineteen con- 
tributors have enriched the opus with the best and most up-to-date methods. It would be 
useless to begin an analysis of the varous highlights of the work. This reviewer attempted to 
jot down his impressions chapter by chapter, but he abandoned the task and concluded that 
the work needs no further comment than that it is a weleome and worth while addition to 
the surgeon’s armamentarium for refreshing and replenishing his knowledge and efficiency. 


A long-felt need has been met in Margaret Moore White’s little volume on The Sympto- 
matic Diagnosis and Treatment of Gynaecological Disorders.2, There are many excellent 
gynecologic textbooks, but this volume is especially designed to meet the requirements of the 
general practitioner, for, besides being a clinical textbook, it describes fully common symp- 
toms and their treatment. Many minor complaints, such as pain, backache, leukorrhea and 
functional menstrual disturbances, from which the patient may suffer may frequently be 
relieved by the application of simple measures in the doctor’s consulting room with a mini- 
mum amount of apparatus. Causes as well as treatment of these disorders are fully described. 
In, addition, a chapter has been added on preoperative and postoperative treatment and 
complications, since in many instances the general practitioner must care for his patients 
before and after the operation is performed by the visiting surgeon. A chapter on contra- 
ception has been contributed by Mary Redding and one on radiation therapy in gynecology 
by I. G. Williams. A complete list of endocrine products and solutions for douches is 
given in the appendix. The book is highly recommended. 


In Control of Pain in Childbirth? Lull and Hingson enthusiastically record their efforts 
to coordinate and correlate the medical knowledge of obstetric analgesia and anesthesia dis- 
covered and developed for the control of pain in childbirth. 

They state in their preface that their purpose is fourfold: (1) correlation of the phar- 
macologie action of the various drugs on maternal and on fetal organ structures; (2) reevalu- 
ation of indicated and contraindicated drug combinations in cases with known maternal or 
fetal abnormality or disease; (3) selection of the method of relief of pain best suited to 
the mother’s physical and emotional status; and (4) perfection and simplification of technic 
through full utilization of the allied basic medical sciences to the end that the greatest pos- 
sible maternal and fetal welfare may be attained. 

The authors point out that there is no form of relief of pain adaptable to every case. 
They attack the problem from two angles: relief of pain by the encephalie approach, that 
is, by obliteration of pain at its site of interpretation, and by the anatomie approach, 
through obliteration of painful stimuli at the site of origin. A complete review of drugs 
used in control of pain in childbirth is given, as well as of the pharmacologic action, dosage 
and method of use of each. 


1Textbook of Surgical Treatment. C. F. W. Illingworth. Williams and Wilkins Co., Baltimore, 
1944, Price $9. 

2The Symptomatic Diagnosis and Treatment of Gynaecological Disorders. Margaret Moore White. 
H. K. Lewis & Co., Ltd., London, 1944. Price 16s. ? 

Control of Pain in Childbirth. Clifford B. Lull and Robert A. Hingson, J. B. Lippineott Co., Phila- 
delphia, 1944. Price $7.50. 
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It must be stated that the authors are overenthusiastic in their presentation of almost 
all forms of obstetric analgesia and anesthesia. The chapter on twilight sleep, for instance, 
merely mentions the frequent birth of blue babies. There is still much to be said against 
wholesale application of drugs to control pain in childbirth. 

In the chapter on control of pain in maternal complications, such topics as infections of 
the respiratory tract, cardiac disease, toxemias of pregnancy, blood dyscrasias, diseases of the 
urogenital tract, infections, diseases of the nervous system, breech presentation, metabolic 
diseases, surgical complications of pregnancy, abortion and premature labor are reviewed. 
Of equal interest is the chapter on methods and drugs used in resuscitation of the newborn. 

An appendix in which several analgesic charts are reproduced and an unusually fine 
index conclude the book, which will be of interest to the obstetrician and general practi- 
tioner alike. In completeness of subject matter this book has no rival. It is authoritative and 
truly worth while. 


The material content of the new volume by Ligeros entitled How Ancient Healing Gov- 
erns Modern Therapeutics? is ample evidence of the author’s study and research to assemble 
the multitude of facts enumerated. It represents a factual presentation of interest to those 
with a penchant for medical history. The underlying theme is a passionate and eloquent plea 
that due credit be given the ancient Greeks for their enormous contribution to modern 
medical knowledge. The cause is laudable. The quotations derived from a multitude of 
sources, many absolutely original, are worthy of very favorable mention, as are the profuse 
illustrations. 


The publishers of the collection of master!y addresses by John Chalmers Da Costa which 
appears under the title The Trials and Triumphs of the Surgeon” have themselves achieved 
a triumph in assembling this meritorious group of essays. Dr. Da Costa, who was Samuel 
Gross Professor of Surgery of the Jefferson Medical College of Philadelphia from 1910 to 
1930, has been outstanding as a teacher, author and philosopher. Tis speeches and articles, 
heretofore unpublished in book form, reveal his vast storehouse of knowledge, the thorough- 
ness with which he absorbed the many fields of literature through which he ranged, and a 
clearcut, limpid prose style. The observations on medical ethics stamp Dr. Da Costa as one 
of the finest disciples of Aesculapius in this respect. The portrayal of John Johnson is out- 
standing as a character sketch. The collection of fifty-four aphorisms cited at the close of the 
chapter on ‘The Trials and Triumphs of a Surgeon’’ are the crystallization of truth gar- 
nered during thirty years as a member of the medical profession and may well be thor- 
oughly studied and taken to heart by the young medico about to enter upon a surgical eareer. 
Other essays are equally outstanding. This stimulating volume is highly recommended to 
surgeon and layman alike. 


Notes on Nursing® by Sarah Corry is warmly recommended to all members of the 
nursing profession, It contains valuable hints to the newly graduated nurse, to the nurse who 
has been out of practice for a time, and to the one who finds herself far from modern hospi- 
tal equipment or who is transferred from one specialized field of nursing to another. She is 
told what to do in various emergencies which arise in everyday life, as well as the impor- 
tance of keeping up with uses of modern drugs, such as penicillin. A number of pages are 
devoted to -postoperative care, nursery technic and the proper methods of applying sponges, 
catheterization, hot and cold packs, colonic irrigations, ete. The nurse who has no hobby is 
advised to get one immediately, ‘‘to ‘balance the weight of daily exposure to life’s sorrows.’’ 


4+How Ancient Healing Governs Modern Therapeutics. K. Ligeros. G. P. Putnam’s Sons, New York, 
1937. Price $10.00, 
5The Trials and Triumphs of a Surgeon. Dr. John Chalmers Da Costa. Edited by Dr. Frederick 


KE. Keller. Dorrance & Co., New York, 1944. 
6 Notes on Nursing, by a Nurse. Sarah Corry, R.N. D. Appleton-Century Company, New York, 1944. 
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The book concludes with valuable hints on religious practices with which the nurse must be 
fitted to cope in the presence of birth and death. The format is convenient; the book ean 
be carried in the pocket or bag. The volume is both readable and up to date. 


The prominence of Morris Fishbein in the medical literary world assures a successful 
undertaking. This is evident in his most recent contribution on the Medical Uses of Soap.7 
As editor of this work, he has garnered ten outstanding men, each a specialist in a given field, 
as contributors and has presented a volume which is informative, timely and useful. The 
claptrap of the radio about the best creams for shaving and the heraldry and noise about the 
virtues of particular soaps blaring over the loud-Speakers in every hamlet and in every 
mansion are often taken at face value by the uninitiated. Some persons seek authoritative 
information and guidance from their physicians. Thus suddenly interrogated, the latter 
are often stumped, for no one in any profession can be informed on all subjects and eneyelo- 
pedic. A multitude of questions are put to medical men by the radio and press—inspired soap 
enthusiasts. This comprehensive volume will answer all these questions. Besides the prac- 
tical value and scientifie structure of the work, the presentation is in readable form and sue- . 
cinct. Not only may it be recommended to members of the medical profession, but the phy- 
sician may well recommend it to his lay questioner. As for editorial exactitude, style and 
thoroughness, with Dr. Fishbein as editor and Lippincott’s as publisher, one is assured of 
authoritative information and the aeme in publication effort. 


Nicholas Senn admonished his students repeatedly that ‘‘No one can aspire to be a good 
surgeon who is not a good physician.’’ Kracke’s work Diseases of the Blood ® falls in line 
with this admonition, for a good surgeon should be conversant with the principles, at least, 
of hematology. In this volume, which appears in its second edition, the reader will find much 
information. The work was revised after four years and has appeared in Spanish and Portu- 
guese editions. It has been considerably augmented. One of the modern additions is pre- 
sented in ‘fA Clinical Significance of the Rh Factor with Comments Concerning the Labo- 
ratory Problem.’? Such advanced subjects as ‘‘fractionation of liver extract,’’ hemolytic 
anemias, the newer concepts of hemoglobinuria and the action of drugs on the blood stamp 
this volume as one of the outstanding works on the subject. 

The general surgeon will delight in the excellent sections on blood transfusion, the 
operation of a blood bank and the use of blood plasma. Dr. R. P. Custer has contributed 
a chapter on the recent work on bone marrow. Many other important chapters, too numer- 
ous to mention, help to produce a well roundel work on diseases of the blood. The bibliog- 
raphy is excellent. Frances Baker deserves much credit for the creation of the colored plates. 
For the student and as a reference book for all in the practice of medicine this book is a 
‘‘must’’ if one wishes to keep abreast of the sweeping advances of modern medicine. 


Arthur Hertzler, the author of Ventures in Science of a Country Surgeon,® has carved 
an enviable niche in the annais of surgical and human endeavor. Both his thorough training 
in pathology and as a surgeon and his wide experience make his writings authoritative. 
While some in speaking of Dr. Hertzler point to him affectionately as the ‘‘horse and buggy 
doctor,’’ it is a far cry from the Hertzler of the days of the horse and buggy to the Hertzler 
of the streamlined age. This reviewer had the pleasure of exchanging thoughts and break- 
ing bread with Arthur E. Hertzler. He represents the proverbial diamond in the rough. His 
storehouse of accumulated didactic and practical knowledge seems inexhaustible. I well recall 
the only request he had to make when he was my guest at dinner. The admonition ran as 
follows: ‘‘T am allergic to fuss. I don’t want to ride in taxi-cabs. Please just let me come 
and go as I please, and let me eat what I like.”? A rather difficult order to fill, but it was a 


7 Medical Uses of Soap. Morris Fishbein. J. B. Lippincott, Philadelphia, 1945. Price #3. 

8 Diseases of the Blood. Roy R. Kracke. Ed. 2. J. B. Lippincott Co., Philadelphia, 1941, Price $15. 
® Ventures in Science of a Country Surgeon. Arthur E. Hertzler. Published by the author, Halsted, 
Kansas, 1944, 
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delight to comply with his recipe in full. The meeting was worth it. Space does not permit 
an exhaustive analysis of this present opus of this rugged representative of honest surgi- 
cal endeavor. The book is distinetly worth reading. It is a tonie. 


The Management of Neurosyphilis is the outgrowth of a previous volume, published in 
1933, by Bernhard Dattner, then an assistant in the clinie of Wagner-Jauregg. It is based 
on his lectures to the postgraduate students of Vienna for more than twenty years. Since 
1938 Dattner has continued his work at the Bellevue Hospital of New York, and thus this 
monographie study represents his combined experience in the management of neurosyphilis 
in the Old and the New World. 

This book is an excellent guide not only for the specialist but also for the general prac- 
titioner, who may at times be called to treat this complex and protean disease. Modern 
methods and their indications and limitations in the treatment of various forms of neuro- 
syphilis of the central nervous system are described and evaluated, and the author’s per- 
sonal views and the viewpoints of other workers are presented and examined. Dattner 
emphasizes the importance of thorough and repeated examinations of the spinal fluid and 
correct interpretation of changes occurring in it in neurosyphilis as a guide in the diag- 
nosis and treatment of this disease and evaluation of the final results. The author regards 
humoral findings as a truer indication of the existing pathologic syndrome than the criteria 
based on the clinical status of the patient. The spinal fluid syndrome is a mirror image 
of pathologic-anatomie processes, and there is no definite parallelism between humoral 
changes and clinical status of the patient. 

Dattner, following Wagner-Jauregg, still recommends fever therapy. He maintains that 
the newer methods of artificially inducing hyperpyrexia by physical modalities are not 
superior and cannot be considered substitutes for malaria therapy. It is his practice 
at Bellevue Hospital to use artificial fever only when malaria does not ‘‘take’’ or fails, thus 
reversing the procedure of many competent American clinicians. It is pointed out, however, 
that the selection of a method of inducing fever does not always rest on its proved superiority 
but is often decided by extraneous circumstances. 

In the chapters on specific drugs used in the treatment of neurosyphilis, the author dis- 
cusses the manifold preparations on the market and evaluates them in the light of his own 
experience, mentioning many combinations of arsphenamines and heavy metals in vogue in 
the Continental clinies, but less known in the United States. Dattner regards arsenicals and 
nonspecific forms as the mainstays in neurosyphilitic therapy and bismuth only as an acces- 
sory or an adjuvant. Ile recommends a wider use of mercurial drugs for treatment-resistant 
neurosyphilis, especially for the early manifestations of meningovascular forms. 


An extensive and well authenticated bibliography of global literature makes this a par- 
ticularly valuable contribution to the management of neurosyphilis. 


The Essentials of Oral Surgery" appears now in its third edition. This new opus 
is augmented by sections on shock, hemorrhage, burns and wounds, as well as on the 
newer methods of treatment. The collaboration with Vilray Blair of James Barrett Brown 
and V. H. Kazajian has done much to enrich its contents. Student and practitioner will 
benefit from this work because it conforms closely to the contents of the course in oral 
surgery recommended by the Curriculum Committee of the American Association of Dental 
Schools. Illustrations are numerous, but the reproduction leaves much to be desired. 


10 The Management of Neurosyphilis. Bernhard Dattner. Grune & Stratton, New York, 1944. Price $5.50. 
4 Essentials of Oral Surgery. Vilray Blair, Robert Ivy and James Brown, Ed. 3. C. V. Mosby Co., St. 
Louis, 1944. Price $6.50. 
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Seccion Espanola 


Kditores Asociados de la Seecién Espanol 


Prof. Dr. Francisco 
Grana, F.I.C.8. 
Lima, Peru 


_ Prof. Dr. Herman de 
las Casas, F.I.C.S. 
Caracas, Venezuela 


Prof. Dr. Manuel A. 
Manzanilla, F.1.C.8. 
México, D. F. 


Que Es La Seccion Espanola? 


ON esta edicion, la seccion especial 

de la Revista esta inaugurada. 

Ks en verdad un modesto prin- 

cipio; con tres articulos originales y 
aleunas noticias. 

Estamos seguros que con la promocion 
de tres capaces editores asociados, que 
han sido nonbrados muy recientemente 
para recibir contribuciones para public- 
arlas en esta edicion, la seecion indudab- 
lemente debera acrecentar y formar una 
importante parte de la Revista. 

Asi que pasa el tiempo, la seccion 
incluira no solamente escritos originales 
y cientificos por autores Latino-Ameri- 
canos, pero tambien revistas de libros, 
editoriales y noticias de merito chirur- 
gico y de importancia en las America- 
Latinas, y de actividades enter los miem- 
bros de los Capitulos Latino-Americanos 
del Colegio Internacional que seran 
colectadas por nuestros tres editores 
asociados. 

Esta edicion es precursora de seme- 


jantes secciones en frances, ruso, itali- 
ano y en otros idiomas que seran 
establecidas tan pronto como la cireum- 
stancias del mundo actual lo permitan 
recibir con regularidad de Kuropa y de 
otros paises el material necesario. Tal 
suceso no estara distante! Mn meses 
recien pasados, el servicio de correo ha 
sido restablecido entre Francia y los 
Estados Unidos é intereambio es posible 
y practicable una vez con revistas 
francesas. 

Hace poco se recibio en la oficina 
editorial, solicitud para restablecimiento 
de relaciones con Sweden. Se ha reci- 
bido una Revista de Rumania, la _pri- 
mera en mucho tiempo. Mucho promete 
el conocimiento que trabajos cientificos 
estan en progreso en Europa y que 
muchos de los sobresalientes que recor- 
damos en dias antes de la guerra aun 
continuan su actividad. 

Tambien entusiasma saber que aquell- 
os en paises ultimamente accesibles se 
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muestran anciosos por relaciones cienti- 
ficas y cooperacion y miran hacia las 
Americ: is, que estén en posecion de 
mayores recursos y seguridad para ir 
a la cabeza. 

Una carta particular para el editor, 
de mano de un cirujano Chino, recibida 
en estos momentos, dice que el Capitulo 
Chino esta activo. La organizacion del 
Capitulo de Palestina se anuncia en este 
numero de la Revista. Correspon- 
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dencia reciente con librerias en Pales- 
tina indican que tambien alli tienen 
ardiente deseo de cooperacion con 
nosotros del oeste. 

La seccion espanola, es més atin qué 
un ntimero de paginas escritas en 
espanol. Ks en verdad un paso signific- 
ante en la organizacion de la Revista 
del Colegio Internacional de Cirujanos, 
que lo constituye representante del 


progreso universal de la cirugia. 


NOTICIAS Y 


CAPITULO ARGENTINIANO 


Dr. Ernesto F. Malbee, de Buenos Aires, 
ha sido nombrado Profesor Libre de Tecnica 
Chirurgica en el Facultad de Medicina de la 
Plata. 


CAPITULO PERUVIANO 


Como se anuncia en este mismo ntimero 
de la Revista, la Quinta) Asamblea In- 
ternacional del Colegio Internacional de 
Cirujanos tendréa lugar en Lima, Pert. El 
Doctor Francisco Grana, Presidente del 


Capitulo del Peri y Viee Presidente del: 


Colegio Internacional, ha tomado la inici- 
ativa para llevar 4 éxito esta Asamblea. El 
Doctor Grana sera Presidente General de 
la Asamblea. 


CAPITULO MEXICANO 


En el jardin vecino al Estadio Nacional 
y al Hospital General de México, se levan- 
tara un pedestal rematado con la figura de 
Joaquin Albarran, el genial urélogo cubano 
que fué catedratico de la Facultad de Paris. 
Durante la colocacién de la primera piedra, 
el Capitulo Mexicano del Colegio Inter- 
nacional de Cirujanos estuvo representado 
por: Dr. Francisco Fonseea, (Hon.) ; 
Dr. Rodolfo Ayala Gonzalez, F.LLC.S.; Dr. 
Enrique Flores Espinosa, M.LC.S., y Dr. 
Xavier Romo Diez, A.M.LC.S. 

La Universidad Nacional de México ha 
designado sus representantes y delegados 


ANUNCIAS 


ante el Segundo Congreso Nacional de Can- 
cerologia de Cuba, a los sefores profesores 
de la Facultad de Medicina, Dr. Manuel A. 
Manzanilla, F.1.C.S. (Hon.), y Dr. Francisco 
Fonseea, F.L.C.S. (Hon.), invitados especial- 
mente para dicho evento por conducto de la 
Universidad de la Habana y su Facultad de 
Medicina. El Profesor Manzanilla es Vice- 
presidente Internacional del Colegio, y el 
Profesor Fonseca es Seeretario Nacional del 
Capitulo Mexicano. 

El Dr. Francisco Castillo Najera, F.I.C.S. 
(Hon.), Embajador de México en los Estados 
Unidos de América, fué designado por el 
Gobierno Mexicano miembro de la Dele- 
gacién Mexicana a la Conferencia sobre 
Problemas de la Guerra y la Paz efectuada 
en México, asi como a la que tendra lugar 
en San Francisco, California. 

El Dr. Castillo Najera representé también 
a México en la Junta México- Estados Unidos 
de Estados Mayores. 

El Dr. Francisco Fonseea, F.1.C.S. (Hon.), 
Secretario Nacional del Capitulo Mexicano 
del Colegio, fué elegido recientemente Presi- 
dente de la Sociedad Médica del Hospital 
General de México y miembro del Consejo 
Consultivo del propio Hospital. 

El Dr. Dario Fernandez Fierro, F.I.C.S. 
(Hon.), Vicepresidente Nacional del Capi- 
tulo Mexicano del Colegio, ha recibido invi- 
tacion oficial para visitar San José de Costa 
Rica en misién cientifica. 


(Continuado en pagina 195) 
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Tratamiento Quirurgico del Cancer de la Mama* 


(Surgical Treatment of Carcinoma of the Breast) 


A. H. ROFFO, M.D., F.L.C.S., y A. EMANUEL, M.D. 
BUENOS AIRES, ARGENTINA 


SUMMARY 


The author classifies carcinoma 
of the breast as operable and inop- 
erable, according to the degree of 
the lesion, the patient’s age, and 
other conditions. The inoperable 
eases are treated with X-rays— 
2,500 to 3,000 r, according to Cou- 
tard’s technic. The ulcerated cases 
are treated with electro-coagula- 
tion and electrosurgery. In the op- 
erable cases radical mastectomy is 
the procedure, followed by radium 
therapy. 


seno, de acuerdo a un plan tra- 

zado por la Direccién del Instituto 
de Medicina Iixperimental desde su fun- 
cionamiento son tratadas segtn el estado 
en que se presentan. De acuerdo con esto 
las enfermas son catalogadas en opera- 
bles e inoperables. 

Son factores contrarios a la interven- 

1. La edad de la enferma, y mas que la 
edad, el mal estado general. 

2. Enfermedades concomitantes: dia- 
betes, nefritis, arterioesclerosis, hiper- 
tension arterial, tuberculosis, insufici- 
encia hepatica. 

3. Invasién ganglionar muy acentuada 
y sobre todo cuando estén tomados los 
ganglios supraclaviculares. 


in enfermas afectadas de cancer de 


* Presentado en la Tercera Asamblea Internacional 
del Colegio, 1941, 
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4. Las metastasis a distancia confir- 
madas por la radiologia. 

Los canceres ulecerados, atin cuando 
no son quirtirgicos en el sentido estricto 
de la palabra, son, sin embargo, sus- 
ceptibles de ser tratados quirirgica- 
mente por medio de eléctro-coagulacién 
con radiobisturi y completada con ra- 
dioterapia. Este electro-toilette mejora 
evidentemente por un tiempo el estado 
general de las enfermas. 


Las enfermas inoperables son some- 
tidas a la accién de los Rayos X y cuando, 
por lo avanzado del proceso no es posible 
esperar nada de la radioterapia, se las 
somete a un tratamiento médico. 

Para las enfermas que deben tratarse 
solamente con rayos se usan, corriente- 
mente, los aparatos de 200.000 voltios, o 
bien los de alta tensién de 400 a 600.000 
voltios. 

Las dosis varian segiin el caso, osci- 
lando entre 2.500 y 3.000 r, empleandose, 
la mayor parte de las veces, la técnica de 
las dosis fraccionadas de Coutard. 

En los canceres ulcerados se indica la 
proximo-radioterapia. 

El tratamiento médico, cuando las en- 
fermas no son irradiadas, es general- 
mente sintomatico a base de ténicos o 
extractos hepaticos cuando hay anemia, 
y de analgésicos cuando hay dolores, y 
algunos ensayos de quimioterapia. 

Se consideran operables las enfermas 
que, ademas de un buen estado general, 
no tienen ninguna de las contraindica- 
ciones citadas anteriormente. 

Los ganglios axilares, siempre que no 
sean muy numerosos, grandes o adheri- 
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dos a dermis o a planos profundos, no 
son una contraindicacion. 

Antes de resolver el tratamiento 
quirirgico, se debe pensar siempre en la 
posibilidad de metastasis a distancia, en 
su comienzo, la que da muy pocos sin- 
tomas. 

De ninguna manera es resuelta defini- 
tivamente Ja intervencién, sin hacer 
previamente algunos andlisis de labora- 
torio: urea en suero, glicemia, orina y si 
es necesario tiempo de coagulacién y de 
sangria. 

Resuelta la intervencién las enfermas 
son previamente irradiadas. 

Esta radioterapia previa consiste en 
irradiaciones de 580 r cada una en tres 
campos: uno mamario, uno axilar y otro 
supreclavicular, las que se hacen en dos 
dias. 

A los 20 dias de su ultima aplicacién 
la enferma es nuevamente revisada. 

Kn un buen nimero de casos hemos 
observado desaparicién definitiva de 
tumores, que de no haber sido irradiados 
hubieran sido tratados quirtirgicamente. 

En otros casos se observa que la gran 
mejoria obtenida con esta irradiacién 
permite seguir el tratamiento con radio- 
terapia fraccién nada. 

En cuanto a la anestesia se le da 
preferencia a la regional con lo que el 
postoperatorio es excelente y las compli- 
caciones se reducen al minimo. 

No siendo posible esta anestesia por 
cualquier razén de orden clinico, se 
opera utilizando la anestesia de gases, y 
de ellos se prefiere el protaxido de nitro- 
geno por ser el tnico no inflamable 
usando el radio bisturi, o bien el éter 
suministrado ya con el clasico Ombreg- 
dane 0 con el mismo aparato de gasos. 

La anestesia regional con novocaina 
al 0,50 por ciento la efectuamos de la 
siguiente manera: inyeccién paraverte- 
bral de los intercostalas 2° a 9° inclusive, 
infiltrando el nervio cuando este corre 
entre dos costillas, es decir por dentro 
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del angulo posterior de las mismas. 

Para suprimir la sensibilidad que dan 
a la region mamaria las ramas supra- 
clavicular y supraesternal del plexo cer- 
vical superficial se debe inyectar de 20 a 
30 ¢.c. de solucién en el tejido celular 
cuténeo a lo largo de las clavicula de 
extremo a extremo. 

Dado lo extenso de la regién conviene 
infiltrar el perimetro de la incisién un 
poco por fuera de la misma llegando por 
el lado externo a la linea axilar, por 
debajo més o menos siguiendo la pri- 
mera costilla y por el lado interno el 
borde del esternén. 

La intervencién se efectiia siempre 
utilizando el radiobisturi, usando el borde 
de corte para epidermis y dermis, el de 
coagulaciOn para el resto es decir tejido 
celular subcutineo, grasa, misculos y 
pediculos. 

La cicatrizaciOn es algo mas lenta que 
con el bisturi comtin, pero en general 
a los 15 dias a cicatrizado. 

La operacién consiste en amputacién 
de la mama, extirpacién de ambos pecto- 
rales y vaciamiento axilar. La piel se 
cierra con crin y agrafes. Se coloca un 
tubo de goma en la axila que se deja de 
8 a 10 dias, en las delgadas menos. 

A los dos meses de la irradiacién 
previa, si la enferma ha sido dada de 
alta se la cita para ser irradiada nueva- 
mente en la misma forma que se hizo 
anteriormente, es decir 580 r por campo 
con lo cual se termina el tratamiento. 

Las cifras que arrojan las enfermas 
asi tratadas con 5 afios de curabilidad 
representan el 35,50 por ciento de las 
operadas. 

LOS DISTINTOS TRATAMIENTOS EFECTUADOS 
EN EL INSTITUTO DURANTE LOS ANos 1937, 
1938 y 1939 sE DISTRIBUYEN EN LA SIGUI- 


ENTE FORMA 
Ajfios 
1937 1938 1939 Totales 
Radioterapia solamente .... 188 238 628 
Radioterapia cirugia 101 99 296 
Cirugia solamente 5 8 18 
Quimioterapia 19 9 43 
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RELACION POR CIEN DE LOS TRATAMIENTOS 


EFECTUADOS 
Radioterapia solamente 64,01 
Radioterapia y 30,17 


LOS RESULTADOS DEL TRATAMIENTO ELECTRO- 
QUIRURGICO SE RESUMEN 
Ajios 
Evolucién de la enferma 1937 1938 1939 Totales 
Continuan en tratamiento... 85 105 111 301 


62 52 99 213 
93 29 36 158 
Se ignoran o fallecidas.... 69 43 59 171 


Fl total de curaciones y supervivencia 
de las enfermas intervenidas desde 6 
afios atris sobre 1.732 enfermas con 
cancer de mama de las cuales se opera- 
ron 1088 es el siguiente. 


ESTADO DE LAS ENFERMAS SEGUN LOS ANOS 
DE EVOLUCION 


Nimero de 
Afios de curacién enfermas 


CONSIDERANDO EN SUS RESPECTIVOS PORCEN- 
TAJES SE OBTIENE LA SIGUIENTE RELACION 


Por ciento 
36,50 


CANCER DE LA MAMA 
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SUMARIO 


Los cdnceres de la mama son clasifi- 
cados en operables y no operables. Los 
cAnceres ulcerados son tratados por 
electrocoagulacién y radioterapia. Los 
cénceres inoperables son tratados por 
Rayos X entre 2,500 y 3,000 r siguiendo 
la téenica de Coutard. Los cénceres 
operables son tratados con mastectomia 
radical previamente irradiados. 


RESUME 


L’auteur classifie les carcinomes du 
sein en opérables et inopérables, d’aprés 
l’étendue des néoplasmes, l’Age de la 
malade et aussi d’aprés d’autres condi- 
tions. Les cas inopérables sont soumis 
aux rayons X—2,500 a 3,000 r, d’aprés la 
technique de Coutard. Les eas ulcérés 
sont traités par ]’électro-coagulation et 
la chirurgie électrique. Dans les cas 
opérables, la mastectomie radicale sera 
pratiquée. Comme traitemente supple- 
mentaire, on emploiera le radium. 


Ha OcHOBaHHH CTeIeHH MOpaxkKeHHA, BO3- 
pacta OoubHOrO aBTOp 
pak Ha olle- 
Heonepa- 
pak 
2.500 r. 3.000 r. coraacHo cnoco6y 
Courtard’a. A3BeHHbIe wmeuaTCA 
eH. paka peKOMeHsLy- 
e€TCH MaCTIKTOMHA 3aTeM 


(Continuado de pagina 192) 


El Dr. Gustavo Argil, F.1.C.S. (H.C.), ha 
sido designado Jefe de los Laboratorios 
Clinieos y de Investigacién del Hospital 
General de México y elegido meimbro del 
Consejo Consultivo del propio Hospital. 

El Dr. Manuel A. Manzanilla, Vice 


NOTICIAS 


Presidente del Colegio Internacional de 
Cirujanos, ha estado activando en ecolabora- 
cion con el Dr. Francisco Grafia del Pert; 
arreglando para la Quinta Asamblea del 
Colegio Internacional de Cirujanos que 
tendra lugar en Lima, Peri, la segunda 
semana de setiembre 1945. 
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Vitamin K en Cirugia* 


(Vitamin K and Surgery) 


OSCAR L. DE GOYCOECHEA, M.D., y ALEJANDRO MARTIN, M.D. 
CORDOBA, ARGENTINA 


SUMMARY 

The authors studied 76 patients 
with hepatobiliary disease. Of 64 
with lithiasis, 70 per cent had had 
a normal or subnormal prothrombin 
time, and 30 per cent had an abnor- 
mally low value. In 70 per cent of 
the patients treatment without vita- 
min K > modified the prothrombin 
time. There was no relation be- 
tween the prothrombin time and 
the result of the hippurie acid 
test. Hemoconcentration did not in- 
fluence the prothrombin time. There 
was no relation between the pro- 
thrombin time and bilirubinemia. 


rol fundamental en la constitucién 
de la protrombina y la repereusion 
de la insuficiencia hepatica sobre su 


Lees la Vitamina K, su 


metabolismo, rapidamente se extendidé su: 


empleo er el tratamiento de las hemorr- 
agias colémicas y de las hemorragias de 
los recien nacidos. Los investigadores se 
dedicaron después a la solucién de 
numerosos problemas relacionados con 
ella. Conocida es la frecuencia del 
déficit hepatico en la litiasis biliar y en 
la colecistitis crénica y la necesidad de 
corregirlo en el preoperatoria ; Hasta 
dénde este descubrimiento terapéutico 
era aplicable en la preparacién quirtrr- 
gica de nuestros enfermos? 
Kstadisticas contradictorias sobre la 
protrombinemia y su modificacién por 
la vitamina K, en los litidsicos biliares 


* Presentado en la Tereera Asamblea Internacional 
del Colegio, 1941. 
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han sido publicadas en estos dos tiltimos 
anos. Algunos encuentran acentuados 
deseensos de la protrombinemia y dicen 
que el acto operatorio acentua peligrosa- 
mente tal desequilibrio. Recomiendan el 
empleo casi sistematico de la vitamina K 
en todo litidsico biliar que deba ser 
intervenido. 

El ano 1940 nosotros efectuamos un 
trabajo de investigaci6n clinica y experi- 
mental. Nos propusimos establecer la 
frecuencia e intensidad de la hipopro- 
trombinemia preoperatoria en los litia- 
sicos 0 ictéricos por obstruccién 0 com- 
presién de las vias biliares internados 
en el Servicio del Prof. Allende. In- 
vestigamos también las variaciones de- 
terminadas por el acto operatorio y el 
tratamiento previo y posterior a la 
intervencién quirirgica. Por  tltimo 
efectuamos el cotejo de la protrombine- 
mia, prueba del Acido hiptrico, polipep- 
tidemia y uremia postoperatoria. Pro- 
curamos apreciar asi el estado del higado 
en los enfermos con tiempos de _ pro- 
trombina prolongados y la importancia 
de esto en el pronéstico. 

Estudiamos 76 enfermos. El esquema 
1 resume su distribucién de acuerdo al 
diagnoéstico operatorio. 

(a) Protrombinemia preoperatoria. Las 
determinaciones se hicieron siguiendo 
la téenica de Quick. Cada resultado fué 
controlado y se extremé el cuidado en 
la eleecién de los reactivos. Los tiempos 
de protrombina fueron reducidos a por 
ciento de protrombinemia siguiendo las 
curvas halladas por Sanguinetti A. y 
Nufiez C. J. (1) euya exactitud compro- 
bamos practicando diluciones de plasma 
con solucion fisiol6gica. Se recogié mate- 
rial en ayunas. Sin embargo, la lipemia 
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provocada por un desayuno rico en grasa 
no modificé substancialmente los resulta- 
dos. Para comprobarlo elegimos 9 en- 
fermos jévenes, internados por hernia o 
apendicitis cr6éuica y sin pasado pato- 
légico de importancia. Después de ob- 
tener material para examen se les hizo 
comer 150 gramos de carne, un huevo 
frito, 50 gramos de pan y 100 gramos de 
manteca. Tres horas después se extrajo 
nuevamente sangre. El plasma lactes- 
cente, repleto de hemoconias contrastaba 
con el limpido de la sangre extraida 
en ayunas. A continuacién resumimos los 
resultados: 


TABLA I 
CASOS EN AYUNAS DESPUES DEL DESAYUNO 
4 | T PP: 23 


Los 64 enfermos de litiasis biliar, de 
acuerdo a los valores de protrombinemia 
se distribuyeron asi: 


Observamos: (a) Mientras que el 63,6 
por ciento de las litiasis vesiculares per- 
tenecian al grupo 1, el 61,11 por ciento 
de las litiasis coledocianas al grupo ITI. 

(b) De los 64 casos el 50 por ciento 
(382 enfermos: 4 litiasis de colédoco y 28 
litiasis vesiculares) correspondieron al 
grupo I. 

(c) Delos 64 enfermos el 20 por ciento 
(13 casos: 3 litiasis del colédoco y 10 li- 
tiasis vesiculares formaban el grupo II. 

(d) De los 64 litidsicos el 30 por ciento 
(17 enfermos: 6 vesiculares y 11 coledo- 
cianos) integraron el grupo ITI. 

Resumiendo: Kl 70 por ciento eran 
normales o acusaban discreta disminu- 
cién de P; solo el 30 por ciento, formado 
este grupo como era de preveer por 
ictéricos coledocianos, acusaban valores 
muy bajos. 
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(b) Influencia del tratamiento preoper- 
atorio sobre P (protrombinemia). 


Esquema 1: Distribucién de los 76 enfermos de 
acuerdo al diagnéstico operatorio. 

Esquema 2: En blanco- litiasis coledocianas (18 
casos); En negro- litiasis vesiculares. I: P—70 por 
ciento a 100 por ciento; IT: P—45 por ciento a 70 por 
ciento; IIIT: P—20 por ciento a 45 por ciento. 

Del tratamiento preoperatorio fué ex- 
cluida la vitamina K sdélamente a los 
ictéricos graves y a un enfermo de 
fistula biliar, después de comprobar la 
persistencia de la hipoprotrombinemia, 
se administr6 antes de la operacién 
vitamina K_ sintética. Las cifras con- 
signadas a continuacion reflejan la accién 
del resposo, dieta y sondaje duodenal. 


TABLA II 
CASO DESPUES DEL TRATAMIENTO 
NO. AL INGRESAR PREOPERATORIO SIN VITAMINA K. 
28 (Lit. Col.) P: 50% ...... P: 100% 
oo 46 P: 50 
(int. Be 50 P: 65 
47 (Lit. Col.) P: 40. ...... P: 60 
ol cron) P: 100 
G2 (iit: Cols) Pr 28 Pe 60 
66° (int; PP: 40) P: 50 
TABLA III 
CASO DESPUES DEL TRATAMIENTO 
NO. AL INGRESAR PREOPERATORIO SIN VITAMINA K. 
ST BS) Ps 60% P: 40% 
34 (Lit. Col.) P: 22 
40 (Lit. Col.) Pe 47 
53 (Lit. Col.) te P: 20 
56 (Col. cron) P: 80 ...... P: 28 
OS Vest) Pray 45 


De 15 casos que presentaban T. P. 
prolongados al ingresar, 9 mejoraron 
la P. sin recibir vitamina K y 6 la em- 
peoraron, siendo las oscilaciones poco 
acentuadas en la mayoria de ellos. 8 en- 
fermos caian dentro del grupo III (P: 
20 por ciento al 45 por ciento) ; 5 mejo- 
raron con reposo y dieta, si bien la co- 
rreccion del déficit fué discreta. En al- 
gunos de estos pacientes la vitamina K 
administrada mas tarde normalizé los 
valores.—7 enfermos pertenecian al gru- 
po II (P: 45 por ciento al 70 por eciento) ; 
3 elevaron espontaneamente su P. al 100 
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por ciento; 1 se aproximé6 a cifras fisiol6- 
gicas; 1 no la modific6é y en dos dismi- 
nuy6 ligeramente. Todos respondieron 
bien a Ja vitamina K. 

Kin sintesis pensamos: Que el trata- 
miento médico o modifica por si mismo y 
favorablemente los valores de P. 0 coloca 
al higado en condiciones favorables para 
metabolizar la vitamina K. 

(c) Influencia de la operacién sobre P. 

Consideraremos: 1° el tipo de aneste- 
sia empleada; y 2° la intensidad del trau- 
matismo producido. 


1° TIPO DE ANESTESIA EMPLEADA 
n° 40 casos 


MORAL. 31 casos 
‘sy protoxido ...... 

Ciclopropano 


2° OPERACION 


Colecistectomia o mucoclasia en las 
litiasis vesiculares ; coledocotomia en las 
coledocianas; drenaje biliar en los ictéri- 
eos. Traumatismo variable segin las 
dificultades presentadas por el enfermo 
y la experiencia técnica del cirujano. 
Hubo operaciones que duraron 150 mi- 
nutos y que dieron hemorragias de 
alguna consideracion. 

Resultados: 

(1) Carecieron de influencia demos- 
trable sobre P. el tipo de anestésico y el 
grado de traumatismo operatorio. 

(2) Después de la operacién, en el 
60 por ciento y dentro de las 24 horas, 
P. o mejoré o no varié. 

(3) En el 40 por ciento P. disminuyé 
ligeramente, manteniéndose en el 25 por 
ciento de estos dentro de limites nor- 
males. 

(4) No es posible preveer por T. P. 
preoperatorio ni el sentido ni la intensi- 
dad de su modificacién postoperatoria. 
(d) Relacion de P. y de la prueba del 
acido hiptrico. 

Lo estudiamos en 25 enfermos. Estos 
fueron clasificados siguiendo el criterio 
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de Probstein y Sol Londe en: a) insufi- 
ciencias severas (12 casos); b) insufi- 
ciencia relativa (4 casos) ; y ¢) normales 
(9 casos). 

Los valores de P. fueron para cada 
uno de esos grupos: 

a) Insuficiencia severa (48 por cien- 
to)—P normal 66,7 por ciento; P dis- 
minuida 33,3 por ciento 

b) Insuficiencia relativa (16 por 
ciento)—P normal 66,7 por ciento; P 
disminuida 33,3 por ciento 

c) Normal (36 por ciento)—P nor- 
mal 71, 8 por ciento; P disminuida 22,2 
por ciento 
Fué excluido en todos estos enfermos 

el factor renal. En los 3 grupos encon- 
tramos una coincidencia de valores real- 
mente sugestiva. Aun en aquellos casos 
con insuficiencia grave de eliminacién 
del acido hiptirico la protrombinemia 
fué normal en el 66,7 por ciento. 

(e) El T. P., la hemoconcentracién, la 
uremia y la polipeptidemia postopera- 
toria, 6 enfermos fueron estudiados con 
el proposito de establecer la relacién de 
P. con las cifras del hematocrito, de la 
polipeptidemia y uremia postoperato- 
rias. La tabla IV contiene los resultados 
de esta investigacién. 


TABLA IV 
POLIPEPTI- 
CASO DEMIA 
NO. FECHA HEMATOCRITO T.DEP. UREA%° (MG%) 

26” 34 24,1 
13-TII 2614" 20 
65 16 
8-IV 40% 20 20 17 
10-IV 41% ad 40 33 
2 12-IV 37% Be 21 23 
15-IV 40% 20 ” 17 42 
LO: 20. 43 66 
28-IV 191%" 24 30 
29-IV 20% oO 32 37 
B00V 20 ” 40 
4-V 23% a) 17 40 
2144” 17 12 
23” 21 19 
23” 23 31 
26-V 45% 23” 26 50 
27-V 47% 23 50 38 
6 30-V 54% 30” 32 66 
3-VI 45% 23 ” 21 42 
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Fué coneluido: 


(1) La hemoconecentracién no influye 
sobre el tiempo de protrombina. 

(2) La curva de la protrombina no 
coincide con las de la uremia y poli- 
peptidemia postoperatorias. 

(f) Relacién entre ictericia mecanica 
y P. 

Veinte enfermos constituyeron nues- 
tro material de observacién a este re- 
specto. El diagnéstico operatorio fué: 

Litiasis coledociana 18 casos 

Cancer de vias biliares 

Cancer secundario de higado 1 ‘‘ 

Seis de esos enfermos tenian bilirrubi- 
nemia directa superior a 100 mgs. y 5, 10 
6 mas miligramos. La Tabla V los 
resume. 


TABLA V 


BILIRRUBINEMIA PROTROMBINA 
INDIREOTA DIREOTA 
Lit. coledoc. ... 29,2 mg 


CASO DIAGNOSTICO 


Lit. Vesic. 
Neo v. bil. 133 mg 
Lit. coledoc. ...14,2 200 mg 
114 mg 


De lo que antecede se céncluye la falta 
de concordancia entre los valores de la 
bilirrubinemia y los de la protrombina, 
como asi también entre la duracién de la 
ictericia y P. No observamos que T. P. 
mejorara paralelamente a la disminucién 
de la ictericia en todos nuestros en- 
fermos, aunque esto fué lo habitual. 

(g) Relacién entre P., la fragilidad cap- 
ilar y los tiempos de hemorragia y coag- 
ulacion. 

Sistemdticamente, en todo litidsico 
biliar antes de ser operado, se investigan 
en el Servicio los tiempos de hemorragia 
y coagulacién. En 7 enfermos practica- 
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mos la ‘‘ prueba del lazo’’ para investigar 
la fragilidad capilar. 

De la comparacion de esos valores con 
los de P. podemos concluir: 

(1) La ausencia de paralelismo entre 
el tiempo de protrombina y los tiempos 
de hemorragia y coagulacién. 

(2) La ausencia de relacién entre el 
tiempo de protrombina y la fragilidad 
capilar estudiada con la ‘‘prueba del 
lazo.”’ 


RESUME 


Les auteurs étudiérent 76 malades 
sujets 4 un désordre, un plutét 4 une 
maladie, hépatobiliaire. A peu prés 70 
pour cent avaient une durée prothrom- 
bine normale ou legérement sous-nor- 
male; a peu pres 30 pour cent avaient 
une valéur prothrombine anormalement 
basse. Dans 70 pour cent des malades, 
le traitement sans vitamine K modifia 
la durée prothrombine. Il n’y eut aucun 
rapport entre la durée prothrombine et 
lis résultats des @preuves par l’acide 
hippurique. L’hémoconcentration n’a 
aucune influence sur la durée prothrom- 
bine. I] n’y eut aucun rapport entre la 
durée prothrombine et la bilirubinémie. 


ABTOPpbI B 76 
C KaMHAMH 70% HOp- 
MaJIbHOe CyOHOPMaJbHOe BpeMA 
CTBHA MpoTpoMOuna, a B 30% Bpema 
oueHb NOHHKEHO. B 70% 
6e3 BuTaMuHa K BpeMA 
oOpa30BaHHA OTHOLIeCHHA 
M@XKLy BpeMeHeM JeHCTBHA 
He MM@Jla BIMAHHA Ha BpeMA OOpa3s0BaHHA 
mpoTpomOuua. Takxe He OTHOMICHHA 
BpeMeHeM OOpa30BaHHA 
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La Contribucion de los Arabes a la Cirujia* 


(Contribution of the Arabs to Surgery) 


WILLIAM NIMEH, F.A.C.P. 
MEXICO, D. F. 


LL. TIEMPO y las cireunstancias me 
obligan a enfocar mis palabras 
sobre la contribucién de los arabes 
a la cirujia menguando asi mucho, mu- 
chisimo el mérito que la historia asigna 
y con justicia a la obra tan gigantesca e 
invaluable de los médicos arabes en las 
demas ramas de la medicina y en la ci- 
vilizaciOn en general. 

Sin embargo, que me sean permitidos 
algunos apuntes como preambulo a este 
humilde trabajo. 

En primer lugar, la epopeya médica 
durante el Islam fué edificada por el 
esfuerzo colectivo de hombres de razas, 
credos, y paises diferentes: por cristianos 
(nestorianos y griegos) judios tanto en 
el este como en el oeste (KMspania), y por 
persas o arabes de pura sangre quienes 
vieron la luz o estudiaron y ejercieron 
en las escuelas de Siria, de Persia, de 
Alejandria o de Andalucia. Asi, pues, 
fue una cooperacion y colaboracién de un 
vasto imperio heterogéneo que extendia 
desde Gibraltar hasta las montafias de 
India; empero homogéneo puesto que 
todos los médicos hablaban el idioma 
arabe, ensefaban e eseribieron también 
en arabe. 

En segundo lugar, la medicina en 
aquellos tiempos no era independiente 
sino connectada con las demas ciencias. 
Asi, pues, uno es médico al mismo tiempo 
que filésofo, historiador, literato, aboga- 
do o ingeniero, ete., y de alli el nombre o 
titulo ‘‘Hakim’’ o ‘‘Alim’’; y mas to- 
davia los médicos ocupaban puestos de 
ministros y gobernadores. 

La medicina entre los drabes antes de 
Mahomat era primitiva, basada sobre los 


* Presentado en la Tercera Asamblea Internacional 
del Colegio, 1941. 
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espiritus malos, el ojo malo, y empirica. 
Sin embargo los arabes, con el tiempo, 
vieron la necesidad de salir de las fron- 
teras de su peninsula, y se pusieron en 
contacto con sus vecinos en Fenicia 
(Libano), Siria, Asia-menor, el Irak, 
Persia, India, contacto que les ensejio al- 
gunos métodos del arte de curar. Sabian 
tratar las heridas: las frescas queman- 
dolas con fierro candente 0 mantequilla 
hervida, y las crénicas exponiéndolas a 
los rayos del sol (helioterapia). Practi- 
caron la sangria, y usaron sanguijuelas 
y ventosas secas y humidas. 

Uno de los mas conocidos médicos de 
aquella epoca era Al Hareth ben-Caldah 
quien estudié en Jendisabur y fundé la 
escuela de Sanna en Arabia. Su hijo Al- 
Nadn fué tambien médico—la profesién 
era por herencia, y probablamente A\l- 
Hareth era médico del Profeta. Ademas 
ejercian la profesién algunas mujeres. 

KE Islam en el primer siglo de su vida 
marceé la época de la formacién del Im- 
perio; sin embargo la verdadera época 
del florecimiento de la cultura arabe fué 
durante la dinastia de los Abasides que 
gobernaron por mas de 500 afios y tu- 
vieron su capital primero en Al-Madain 
antigua capital de Persia y luego en Bag- 
dad construida por Al Jalifa Al-Mansur 
en el aio 762 A.D. etapa de oro de la 
escuela de lo de Abbas que extendié hasta 
el ano 847. Se considera el anitlo 749 como 
la fecha con que inauguraron los arabes 
la era de la ciencia en general y de la 
medicina en particular. A los jalifas y 
gobernadores, cuyo celo por la ciencia era 
insaciable, se debe el gran mérito del 
progreso y la evolucién de la cieneia y de 
los sabios, sean quienes fuesen, de cual- 
quier credo o nacionalidad. Pues en re- 
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alidad eran merecedores de sus tronos. 
Bagdad fué la antorcha de la ciencia du- 
rante 500 afios, es decir, hasta la tragedia 
sufrida en 1258 cuando los mongoles la in- 
vadieron destruyendo su escuela y arrui- 
nando su famosa biblioteca cuyos ves- 
tigios quedaron como testigos de aquella 
cultura. Es necesario mencionar que al 
lado de la escuela de Bagdad existian 
otras famosas en los importantes ciu- 
dades del Imperio Arabe tales como las 
escuelas del Cairo, Damasco, Antioquia, 
Asfahan, Samarkanda, Kairawan y Mag- 
reb en Africa, y la Universidad de Cor- 
doba en Andalucia. 

Hay que notar que la cultura iniciada 
en Andalucia conquistada por los Omia- 
des en 711 A.D. y cuyo ealifato duré hasta 
1236, a raiz del establecimiento del reina- 
do de los Abasides, igualaba a la de Bag- 
dad en el Oriente. En su capital, Cor- 
doba, fué fundada la histérica y famosa 
Universidad en cuya biblioteca habia a lo 
menos 225 mil libros, ademas sus hospi- 
tales en numero de 50 al servicio de su 
mill6n de habitantes. De alli penetré la 
luz de la ciencia arabe, a Italia primero 
y después a toda Europa por el siglo 
XII. Asi, pues, las obras arabes y las 
ideas de los sabios d4rabes dominaron el 
Occidente como en Universidades de Pa- 
lermo, Polonia, Montpellier, Louvain, 
Paris, Oxford, Padua, etc., hasta el siglo 
XVII. A partir del siglo X Europa em- 
pez la traduccién al latin de las obras 
arabes y su ensefianza en sus colegios. 
Después los sabios europeos contribu- 
yeron mas y mas hasta que llegaron a 
cimentar la fundacién de la medicina 
moderna a partir del siglo XV. 

Podemos dividir la evolucién de la 
medicina arabe en dos etapas en general: 
la primera de 750-900 llamadndola si 
quereis la etapa preparativa durante la 
cual se realiz6 la traduccion de las obras 
griegas, siriacas e indies, y la segunda o 
la etapa productiva durante la cual los 
sabios 4rabes amplificaron y contribu- 
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yeron mucho a lo ecopiado y adquirido 
llevando asi la medicina arabe al apogeo 
de la grandeza y forjando la influencia 
en la evolucién de la humanidad. 

Vamos a pasar revista raépida y muy 
breve de lo que contribuyeron a la: 

Biologia: en la boténica mencionamos 
tnicamente a uno de los maestros, quiero 
decir, Ibn Al-Bitar de cuya obra Al Muf- 
radat dijo Le Clere que desde Diosoeri- 
dus hasta el renacimiento ningtin libro 
la igualaba. Contiene la deseripcién de 
1,400 drogas de las cuales 300 eran 
nuevas descubiertas por el mismo, duran- 
te sus viajes. En la zoologia han descrito 
muchos animales raros. Al-Warrack 
hablando en su libro ‘‘Los Caracteres”’ 
dice que el mono es mitad hombre y mitad 
animal y considerandose como un eslabén 
en la evolucién del animal y del ser hu- 
mano adelantandose asi a Darwin en su 
teoria del origin de las especies. 

A la Alquimia—de la cual fueron real- 
mente los lideres. Lord Bacon llama a 
Jaber ben-Hayyan el descubridor de la 
Alquimia, el maestro de los maestros, y 
Gustav Le Bon dijo: cuando dicen que 
Lavoisier es el padre de la Alquimia se 
olvidan que los arabes desde hace mil 
anos poseian laboratorios de quimica sin 
el conocimiento del cual Lavoisier no 
hubiera podido hacer un adelanto. In- 
ventaron el alambique, la destilacion, 
congelacion, filtracién, trituracién; des- 
tilaron el agua y el alcohol y los usaron 
en sus experimentos y prepararon los 
acidos los alealinos; descubrieron el 
dcido nitrico y el nitrato de plata y 
prepararon el alcohol, jarabe, alcanfor, 
clavel, mercurio, quassia, senna, ambar, 
musk, jalapa, nutmeg, ruibarbo, aceite 
de créton, calcio, almidén, fésforo, ete., 
y gracias a ellos nuestros enfermos pue- 
den tomar algunas medicinas repug- 
nantes por medio del jarabe, el tragacan- 
to, agua de rosas, limon, naranjo, ete. 

Los drabes fundaron la primera far- 
macia en el siglo IX. Saber ben-Sahl 
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escribiéd el primer libro que fué la 
primera farmacopea y Ibn Masué de 
Damasco la primera materia médica pu- 
blicada en 26 ediciones en el siglo XV que 
ayudé en la formacién de la primera 
farmacopea de Londres en el reinado de 
Jaime I, y usado por el College of Physi- 
cians. Shakespeare en su ‘‘Otello’’ alude 
a las drogas que usaron los drabes, asi 
como a su medicina. 

A la Medicina Interna: Se destacaron 
mucho en la semiologia y la clinica. Ibn 
Zuhair fué el primero en mencionar el 
agente de la Sarna y hizo una descripcién 
detallada de la miocarditis y del abceso 
de fijacién y del tumor del mediastino de 
lo cual sucumbi6 en Sevilla (1112-1199). 
Al Razi fué el primero en describir la 
viruela y diferenciarla del sarampién; 
Abdul Aziz en el siglo XI referié a la 
infeccioén, fermentacién y putrefaccién y 
su relacién como causa de las enferme- 
dades y la muerte, asi como de las epi- 
demias; usaron el agua fria en el trata- 
miento de las fiebres y en las enferme- 
dades nerviosas; también usaron la 
musica y el canto para el alivio de al- 
gunas enfermedades del sistema nervio- 
so; Musa ben-Maimén (Maimonides) des- 
cribid, el primero, el tratamiento de los 
hemorroides en su libro que se encuentra 
en la Escorial. Curaron la muerte apa- 
rente con respiracién forzada o lo que 
llamamos artificial, friccidn con las ma- 
nos o por flagelacién; aconsejaron el 
cambio de clima y la dietética; practica- 
ron la psicoterapia y por ende, usaron la 
opoterapia el método de Brown-Séquard, 
desde medio siglo, aconsejando a los en- 
fermos comer Organos crudos para 
aliviar los dolentes y desde aquellos tiem- 
pos remotos los habitantes del cercano 
oriente comen higado crudo para aliviar 
al higado, rifiones, corazones, ete. 

A la Anatomia—Algunos autores a- 
tribuyen erroneamente a los arabes su 
conocimiento muy superficial de la ana- 
tomia y de la fisiologia a causa de la 
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religidn que prohibe la diseccién y or- 
dena el respeto completo a los muertos 
y que lo que sabian era merced a los 
sabios de la escuela de Alejandria y de 
Galeno, Herofil y Aristrat. Sin embargo, 
eso no es verdad, pues los arabes escri- 
bieron muchas obras sobre esa rama, 
siendo Ibn Masue el primero quien basé 
su estudio sobre la diseccién de los 
monos. También Al-Razi, Ibn Abbas, e 
Ibn Sina en su Canun conocian la anato- 
mia de los ojos maravillosamente. Es in- 
teresante leer en la obra de Abdul-Latif 
(1161-1231) de Bagdad sobre su experi- 
encia en Egipto en el tiempo de Saladino, 
lo siguiente: 

‘*Muchas veces los estudiantes y maes- 
tros comprendieron con dificultad al- 
gunas materias de la anatomia por caren- 
cia de investigacién ocular y practica. 
Nos informaron que en el Maks se en- 
contraban numerosos cadaveres. Luego 
fuimos alli y los estudiamos detenida- 
mente anadiendo mucho a nuestro cono- 
cimiento y descubriendo nuevos hechos 
no mencionados en los libros. Galeno, por 
ejemplo, famoso por su competencia y 
cautela, dijo que el maxilar inferior se 
compone de dos huesos conectados con 
una sola articulacién, y hemos notado la 
falsedad de eso. Vimos que el maxilar al 
contraria es un solo hueso, no tieno ni 
articulacién ni fisuras. Examinamos lo 
menos dos mil craneos.”’ 

Ibn Al-Nafis en su tratado de anatomia 
habla de la pequefia circulacién refutan- 
do las ideas de Galeno que mas adelante 
tratamos. 

A la Cirujia—Los arabes practicaron 
la cirujia y escribieron mucho sobre ella. 
Utilizaron ampliamente la sangria y la 
cauterizacion; extrajeron proyectiles y 
cuerpos extranos en particular calculos, 
cataratas; describieron los métodos de 
ligaduras de los vasos en las hemorragias 
adelantando asi al maestro Ambroise 
Paré, y las suturas de las heridas con hilo 
de seda, cuerdas de Latid y agujas de 
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metal—(relatan los historiadores espa- 
floles Ordaza Chacon y Juan Tragasa que 
los Aarabes emplearon las hormigas gran- 
des para cerrar las heridas haciéndolas 
apretar los bordes apréximados con sus 
antenas y cortaéndolas la cabeza dejan- 
dolas en esta posicién que tal vez did mas 
tarde la idea del invento y uso de las 
grapas metalicas); practicaron las irri- 
gaciones, amputaciones, reduccién de 
luxaciones; curaron las fracturas, de- 
formaciones; aplicaron el agua fria 
como hemostatico en la hemorragia 
eapilar y usaban una plancha caliente 
para el tratamiento del absceso del higa- 
do quemando asi la pared abdominal 
hasta llegar al absceso y secarlo. Cono- 
cian los arabes la anestesia y la practi- 
caron usando esponjas empapadas en 
substancias hipnoticas, aromaticas como 
el hachich (cannabis indica), el beleio y 
el opio—procedimiento que llamaron el 
tabnij o el banj. Secaban aquellas es- 
ponjas y las guardaban hasta el dia de 
la operacién. Entonces las mojaban y las 
aplicaban a la nariz para adormecer a 
los pacientes. Esta practica fué mas 
tarde copiada por los europeos. En la 
ecirujia ocular fueron sin duda los pri- 
meros y escribieron los mejores libros 
que fueron textos en las universidades 
por muchos siglos. Los instrumentos que 
emplearon eran numerosos y hechos de 
oro, fierro, o de cobre. La cirujia dental 
también progres6 mucho en aquellas 
tiempos. Curaron los abscesos y las 
caries con cauterio o llenaron la cavidad 
dentaria a través de un embudo de metal, 
con mantequilla caliente. Sabian la ob- 
turacién y hacian casquillos de oro a 
plata y reemplazaron los dientes per- 
didos con dientes de hueso o de marfil, 
uniéndolos con hilos de oro. Y para ex- 
traer los dientes usaron pinzas o forceps 
muy parecidos a los que se usan en nues- 
tros dias. 

Roger que fué el primero que escribié 
en Europa sobre la cirujia practica y 
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cuyos libros se consideran como la base 
de la cirujia en Europa, no hizo si no 
traducir los trabajos de Al-Zahraui (Al- 
bucasis) y difundirlos asi como los de 
Al-Razi y Ibn Sina Guy De Chauliac es 
otro autor quien imité a Roger. 
Entre los famosos cirujanos y opera- 
dores drabes, mencionamos a Abul-Ka- 
sim Al-Zahraui, quien sin duda alguna es 
el padre de la cirujia moderna, Al-Razi, 
el primero que se ocupoé bastante de la 
cirujia, Ali ben Al-Abbas de Persa y Ibn 
Sina. 
Al-Razi (Razés) (860-940) nacidé en Al- 
Rai en Persia y vivid 80 aiios, y perdié la 
vista poco antes de morir. Recibidé en la 
escuela de Bagdad y era un genio, y el 
maestro de los maestros en su tiempo, 
cuajado clinico y muy humanitario con 
los enfermos. Aprendié el canto y tocaba 
bien el laud. Fué director del manicomio 
del Rai y de Bagdad. Inicié la clinica 
cerca de la cama del enfermo donde daba 
su catedra a sus discipulos. Dej6é mas de 
237 obras la mayoria de las cuales por 
desgracia se perdié. Su libro Al-Mansuri 
dedicado al Mansur gobernador de Jara- 
san contiene en su novena volumen una 
descripcién completa y minuciosa de la 
anatomia humana desde la cabeza hasta 
el pie, siendo el primer libro en drabe 
después de aquel de Ibn Masue. Fué 
traducido al latin ‘‘ Nonus Almansoris,”’ 
y ocupoé un lugar importantisimo en la 
Europa central sobre todo en la Univer- 
sidad de Tubingen, como texto hasta el 
fin del siglo XV. Este libro y Al-Haui 
fueron traducidos al griego y al francés. 
Es también autor de un libro sobre la 
calculosis del rifion y de la vejiga y otro 
sobre el célico abdominal. Empero lo que 
perpetu6é el nombre de Al-Razi es su 
descripceion implecable, que fué la prime- 
ra, de la viruela y del sarampi6n asi como 
el diagnéstico diferencial entre estas dos 
dolencias que imparcialmente hablando 
iguala si no supera a cualquiera descrip- 
cién de la actualidad. Su libro sobre la 
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oun, 
viruela y el sarampién fué traducido al 
latin y otros idiomas europeos y pu- 
blicado muchas veces en drabe. Criticé 
mucho y hizo mucha guerra a los charla- 
tanes y al charlatanismo, y es de lamen- 
tarse que después de haber vivido y tra- 
bajado mucho, murié en la miseria y la 
probreza a causa de la persecucién de 
Al-Mansur. 

Ibn Sina (Avicenna) (980-1037), el 
sheik o el rais, el hipocrates arabe de 
quien Dante habl6 como uno de los gran- 
des filésofos y sabios més famosos. 
Nacié cerea de Bukara y era un verda- 


dero genio superando a Galeno y Aristotl: 


en su discusién y critica. Estudiéd el 
Coran a la edad de diez aiios y completé 
el estudio de leyes, filosofia, fisica y 
légica a la edad de diez y seis y luego la 
medicina a la edad de diez y ocho. A 
esta edad adquirié una fama general. Ks- 
cribié el primer libro a la edad de vein- 
ttin anos. Esecribié en todas las ramas de 
la ciencia y la medicina y era ademas 
poeta inspirado; sus versos en arabe son 
filoséficos, y su poesia de 1,314 versos 
sobre la medicina es admirable. La obra 
mas importante de Ibn Sina fué el 
Cantin famoso y usado universalmente 
y estimado hasta nuestros dias. Contiene 
un mill6n de palabras y fué traducido al 
latin el texto en las universidades de 
Montpellier y Louvain hasta el siglo 
XVII. Ultimamente Crooner empez6 a 
traducirlo al inglés y public6é el primer 
volumen. También fué publicado en 
arabe tres veces: una en Roma en 1593, 
otra en Bulak, Egipto en 1394, y la iltima 
en India en 1323 de Hagira. 
Ibn-Al-Nafis—del siglo VII del hagra 
y el XIII de la KE. C., era otro de los maes- 
tros inmortales. Iué autor y descubridor 
de la pequena cireulacién o circulacién 
pulmonar. Su descripcién de ella es im- 
plecable y refutando la doctrina de Ga- 
leno quien afirmaba la existencia de agu- 
jeros finisimos a través de los cuales 
pasaba la sangre del ventriculo derecho 
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al izquierdo del corazén. Pues Al-Nafis 
confirmé que la sangre pasa del ventri- 
culo derecho directamente al pulmon 
donde se mezcla con el aire y de alli se 
va al ventriculo izquierdo. He aqui lo 
que dijo textualmente: ‘‘ Entre ellos (es 
decir entre los ventriculos) no hay co- 
municacion ;la pared del corazén no tiene 
ninguna puerta para que la sangre 
pueda pasar de un lado a otro, como 
ensenéd Galeno. La sangre penetra a 
través de la vena pulmonar a los pul- 
mones para mezclarse con el aire, purifi- 
carse y luego regresar a través de la 
arteria hacia el ventriculo izquierdo del 
corazon, asi purificada y lista para que 
el espiritu nazea.’’ Este descubrimiento 
del siglo XIII fué reclamado y preten- 
dido por algunos europeos en el siglo 
XVII discutiéndose entre si quien era 
el autor de tan importante hallazgo. 
Abul-Kasim Al-Zahrawui (Albueasis) 
(936-986), nacié en Zahra cerea de Cor- 
doba, Andalucia. Fué el padre de la 
cirujia en la edad media y sus obras la 
base de la cirujia europea moderna. 
Médico de cabecera de Abdul Rahman 
tercero y tinanimamente considerado 
como la primera figura en la cirujia 
arabe. Autor de una enciclopedia de 30 
volumenes cuyas copias se encuentran 
en Egipto, en la biblioteca nacional de 
Damasco, y en Beyrouth (Libano). ste 
libro de cirujia, Altasrif, fué traducido 
al latin en el siglo XVI y el texto fué 
usado en Europa durante mucho tiempo. 
Se considera como el mas clasico y com- 
pleto en arabe, trata de cirujia general 
con deseripcién de las diferentes ope- 
raciones, el tratamiento de las fracturas 
y dislocaciones y la cauterizacién, con- 
teniendo a lo menos 200 figuras de los 
instrumentos usados por el autor. I*ué 
traducido varias veces al latin y servia 
de texto en las escuclas europeas; el 
original en arabe fué publicado en la 
India y en Londres juntamente con una 
traduccién latina en 1778 E.C. Al leer 
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su obra se convence uno de que el autor 
era un gran cirujano. Os doy como 
prueba su método en el tratamiento del 
cancer, de su libro manuscrito que se 
encuentra en el Museo Nacional de 
Damasco, donde dice: tratamiento 
del cAéneer con las medicinas y la absten- 
cién de tocarlo con los fierros para que 
no vaya a uleerarse. Hemos mencionado 
el cancer del utero y su tratamiento. 
Cuando el eancer se encuentra en un 
lugar imposibilitando extirpacién 
total, se ha hecho ecrénico y volumi- 
noso, se aconseja no tocarlo porque 
no he tenido ningtin exito ni he visto 
alguno en manos de otros compaiieros 
atreverse a operarlo. Empero si se encu- 
entra en un lugar accesible como por 
ejemplo el pecho o la pierna, ete., par- 
ticularmente siendo joven y pequefio, 
entonces si debe proceder en la manera 
siguiente: purgar el enfermo y luego 
sangrarlo si es pletérico y tiene los vasos 
sobre cargados de sangre, sujetandole 
bien en una posicion conveniente, limitar 
el cAéncer con ganchos (pinzas); habi- 
endo hecho eso, empezar a_cortarlo 
entero con la piel de todos los lados y 
extirpando hasta las raices; luego dejar 
que la sangre espesa escape totalmente 
ayudandola con la mano o con algiin in- 
strumento. Sin embargo, si tropieza con 
alguna hemorragia de una arteria a veno 
seccionadas, quémelas hasta conseguir 
la hemostasis y ctirelo después con 
medios médicos y Dids es El que da el 
alivo.”’ 

iNo da esta deseripcién la impresién 
de que Ibn Al-Abbas era cirujano del 
siglo veinte y no del siglo onee? Pues la 
cirujia moderna no ha adelantado mas 
en este sentido. Dijo claramente que el 
cancer viejo y voluminoso es incurable 
y al revés el joven y pequefio. Ademas, 
el empefio de extirparlo con la piel. Otro 
punto muy interesante es en dejar la 
Sangre gruesa escapar hasta que no se 
quede nada del tejido o de la substancia 
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cancerosa como so hubiera conocido la 
metatasis de los tumores malignos. Abul 
Kasim practicé la tracheotomia y tuvo en 
la oftalmologia procedimientos muy 
originales. Fué primero en_ escribir 
sobre el tratamiento de las deformidades 
de la boca y areos dentales y en dar una 
descripeién de los instrumentos quirtir- 
gicos y por ende, us6 suturas de hilo de 
seda y de lo parecido al cat-gut, y en las 
heridas pequenas del abdomen reco- 
mendo de aproximar los bordes y fijarlos 
en esta posicién con agujas de metal 
alrededor de las cuales enred6 hilo es- 


 pecial en forma de la figura ocho. 


Sefiores: Si los arabes no han hecho 
mas que contribuir a la conservacién y 
evolucién de la ciencia en general de la 
destruccién y del olvido durante la Edad 
Media, basta para inmortilizarlos y que 
sean glorificados por todas las naciones 
y en todas las épocas. He dicho. 


SUMARIO 

El Autor expone la alta cultura de los 
arabes y su influencia en la Medicina. Se 
remonta a los origenes del Islam, en la 
época de la famosa escuela de Jindisa- 
bur. Luego cita la de Bagdad, con sus 
millares de libros, sus hospitales y sus 
860 médicos registrados. xponente del 
grado de cultura es que los médicos eran 
protegidos sin distincién de credo. Duré 
hasta la invasién mongol, y salvo para 
el Mundo, conservandolo hasta el Rena- 
cimiento, el tesoro de la Cultura Griega. 

Revista luego la conquista de Anda- 
lucia, con la fundacion de la Universidad 
de Cérdoba, que tenia 225 mil libros y 
50 hospitales. En Granada se inicié la 
costumbre de discutir entre alumnos y 
profesores, originandose la tradicional 
‘‘tesis de grado.’’ 

Del siglo XII al XVII las ideas de los 
sabios arabes dominaron a HKuropa en 
las Universidades de Palermo, Polonia, 
Lovaina, Paris, Oxford, Padua, ete. 

KEstudiaron los arabes las ciencias 
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naturales, aportando conocimientos prac- 
ticos (descubrimiento de remedios) e 
ideas generales, tales como la de la simi- 
litud del hombre y los monos. 

Kn Alquimia, descubrieron la destila- 
cidn, y otros métodos y prepararon 
acidos, alealis y sales. 

Kin Anatomia, como las ideas religiosas 
prohibian la diseecién de hombres, dise- 
caron monos. 

Se les debe la deseripcién y distincién 
de muchas enfermedades, asi como mu- 
chas practicas de orden quirtrgico: san- 
grias, cauterizaciones, extraccién de 
cuerpos extranos, ligadura de los vasos, 
ete. 

Aunque siempre frenados por los 
sentimientos religiosos que les impedian 
anotar rigurosamente los hechos obser- 
vados, desligaron la medicina de la 
astrologia y supersticiones. 


SUMMARY 

Arab civilization occupies a_ great 
volume in the history of nations. The 
Arabs were the conservers and pro- 
moters of the scienee of old civilizations, 
from which they copied, especially in 
medicine, and bequeathed it to the 
Kuropeans. 

Medicine and surgery’ among the 
Bedouins in Arabia were primitive and 
empiric. They used venesection, cup- 
ping, and leeches, and treated fresh 
wounds with boiled butter or by burning 
them with a red hot iron, and chronic 
wounds with exposure to the sun’s rays 
(heliotherapy). 

In the first century of Islam, the Arabs 
dedicated themselves to translation and 
then to amplification. The year 749 is 
considered as the date of the beginning 
of the Golden Era of Arabic science in 
general, and of medicine in particular. 
Bagdad held the torch of culture during 


_five hundred years in the East, and 


Andalucia up to 1236 in the West. 
In botany they described about 20,000 
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drugs; in zoology they described many 
rare animals, and Al-Warrak discussed 
the Darwinian theory and the missing 
link centuries before Darwin. They are 
considered the Fathers of Chemistry. 
Lord Bacon called Jaber ben-Hayyan 
the discoverer of chemistry, and Gustav 
Le-Bon believes that Lavoisier would 
have been unable to do what he did for 
chemistry were it not for the Arabs. 
They were the founders of the first 
pharmacy in the ninth century and wrote 
the first pharmacopea and the first 
materia medica. 

In internal medicine, they discovered 
scabies and described heart disease and 
mediastinal tumors. They were the first 
to describe smallpox and measles and to 
speak about infection and epidemics. 
They used cold water for fevers and 
music and singing for certain nervous 
diseases, recognized abscess of fixation, 
knew how to diagnose and treat appar- 
ent death and used opotherapy before 
Brown-Séquard. 

They dissected monkeys and studied 
their anatomy thoroughly. Ibn Nafis 
discovered the pulmonary circulation in 
the thirteenth century, Al-Razi wrote 
the first detailed book on anatomy. 

Tn surgery, they used venesection, and 
cautery and extracted projectiles and 
foreign bodies, e.g. stones and cataracts. 
They described ligatures for blood ves- 
sels long before the time of Ambroise 
Paré, used silk thread, catgut, and metal 
needles to suture wounds, practiced 
anesthesia, used irrigations, knew how 
to handle fractures and deformities, and 
operated for cancer. In surgery of the 
eye they made great progress, and dis- 
covered original procedures. In dental 
surgery they were noted. 

Their books on surgery were used as 
texts in Kurope up to the sixteenth cen- 
tury. Their famous surgeons were Ibn 
Al-Nafis, Abdul-Kasim, Al-Zahraui, Ibn- 
Sina and Al-Razi. 
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RESUME 


L’auteur expose la haute culture des 
arabes et leur influence en Médecine. Il 
commence a l’origine de 1’Islam, au 
temps de 1’école de Jindisabur, continue 
par celle de Bagdad, avec ses milliers de 
livres, ses hédpitaux, ses 860 médicins 
enregistrés. Un exposant de la culture 
est le fait que les médecins étaient 
protégés sans distinction de croyance. 
L’école dura jusqu’a l’invasion mongole, 
gardant pour le monde le trésor de la 
culture grecque, qu’elle mena jusqu’a 
la Renaissance. 


Il étudie la conquéte d’Andalousie, la 
fondation de ]’Université de Cordoue, 
avec ses 225 mille livres et 50 hépitaux. 
A Grenade naquit la coutume de discuter 
entre professeurs et éléves, origine de 
la ‘‘thése de degré.’’ Du siécle XIT au 
XVII les idées arabes dominérent 
l’Europe a travers les Universités de 
Palermo, Pologne, Padoue, Louvain, 
Paris, Oxford, ete. 


Les arabes étudiérent les sciences 
naturelles, apportant des connaissances 
pratiques (drogues) aussi bien que des 
idées générales (similitude de l’homme 
et le singe). 

En alchimie, ils découvrirent la distil- 
lation et d’autres procédés, et preparé- 
rent des acides, des bases et des sels. 


En anatomie, comme la réligion défen- 
dait la dissection d’étres humains, ils 
dissequérent des singes. 


On leur doit la description de beaucoup 
de maladies et beaucoup de manoeuvres 
d’ordre chirurgical: saignée, extraction 
de corps étrangers, ligature des vais- 
seaux, cautérisation, ete. 


Quoique toujours frienés par le idées 
réligieuses, qui leur empéchaient de voir 
rigoureusement les phenoménes, ils sep- 
arérent la médecine de l’astrologie et la 
superstition. 
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3aHuMaeT 
MeCTO B HCTOpHH HapozOB. co- 
OT KOTOPbIX OHH MHOFOe 
OcO6eHHO B OCTABHJIM Ha- 

ckHe. OHH ynoTpeOsAH BeHOCceyeHHe, OaH- 
KH, IIbABKH HM CBe%KHe PaHbl 
MaCJIOM HJM JOKpacHa pacKaJIeHHbIM 
a XPOHHYeCKHE PaHbI OHH 
BepradH JeHCTBHIO (re- 

B nepsom Vcaama apa6pl no- 
CBATHIM K MepeBosy, a 3aTeM K pac- 
paoot. 749 rom cuntaeTca 30- 
OTOH apaOcKoH HayKH, BOOOUIe, a 
B YacTHOCTH. 500 wer 
(pakel KYyJbTypbl Ha BOCTOKe, a 
Ha 3anagze 20 1236 urpa- 
Ja TY #Ke 

B 6oranuke 20,000 
KapCTB; B 300JIOTHH OHM MHOTHX 
apBHHOBCKY!0 MOTePAHHOe 3Be- 
HO 3a HeCKOJbKO cToseTHH JLapBuna. 
cuntaloTca XHMHH. Jlopy 
KOH Ha3bIBaeT XHMHIO OTKPbLITHeM MaGep- 
OeH-Xatinana, a JI9bon Aymaer, uTo 
6e3 apaOos JlaBya3be He ObI XH- 
MHH TO, YTO OH Jad. B WeBATOM CTOJeTHH 
apaObl OCHOBAaJIH NepBy!o aliTeky, 
(papMakonew H Tepalinio. 

B BHyTpeHHeli OHH 
OCIy H KOpb OO 
XOJONHY!IO BOY JMXOpayKax HW My3bI- 
KY NleHHe B HEKOTOPbIX HeEpBHbIX 
HAX, Pa3MO3HaJH HapbIBbl, 3HaJIM Kak M0- 
CMepTb, H MpHMeHAIH 
Brown-Séquard’a. 

crouetuu M6n Haduc KpoBoodpa- 
KHHry MO aHaTOMHH. 

B xupyprvu OHH BeHeCeK- 
IH10, MOCTOPpOHHHe Belle- 
cTBa, KaK KaMHH KaTapakTbl. OHM 
NepeBaA3Ky COCyLOB 3a Ouro Am- 
Opya3 Ilaps, KaTTyT 
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aHscTe3sHio M 
rpec B ria3HOlt XHpyprHuu OpH- 
B 3yOHOH XHpypruH. 

B Esppone ux yilo- 
TpeOJAJHCb, KAK YUCOHHKH, 
Toro Mx 3HaMeHMTbIMH XMpypra- 
MH M6n-Haduc, AOzya-Ka3um, Aa- 
3axpayli, M6u-Cuna u Au-Pas3n. 
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